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Few  empirical  studies  have  examined  the  effects  of  interventions 

designed  specifically  for  women  experiencing  mid-life  bereavement.  The 

purpose  of  this  study  was  to  examine  the  effects  of  two  brief  task-focused 

interventions  on  the  bereavement  outcome  of  mid-life  widows.  The  first 

intervention  consisted  of  a  videotaped  presentation  of  the  grief  experience;  the 

second  consisted  of  the  same  video  presentation  followed  by  a  discussion  of 

grief  with  other  grieving  women  led  by  a  nonprofessional  facilitator.  It  was 

assumed  that  these  interventions  would  enhance  women's  understanding  and 

acceptance  of  the  grief  process  and  that  such  changes  in  understanding  or 

acceptance  would  lead  to  a  reduction  in  the  reported  emotional,  cognitive,  and 

behavioral  reactions  frequently  associated  with  acute  grieving. 


X 


A  total  of  53  self-selected  widows  aged  40  to  55  and  bereaved  for  3  to  1 2 
months  participated  in  the  study.  Participants  were  randomly  assigned  to  one  of 
three  treatment  groups:  (a)  control  group,  (b)  videotape  presentation,  and  (c) 
videotape  presentation  with  discussion  of  grief  with  other  widows.  A  posttest- 
only  experimental  design  was  employed  in  which  participants'  grief  experience 
was  assessed  one  time,  immediately  following  their  participation  in  the 
intervention  experience.  Six  aspects  of  bereavement  were  assessed:  despair, 
anger/hostility,  mmination,  somatization,  depersonalization,  and  loss  of  control. 
A  self-report  instrument,  the  Grief  Experience  Inventory,  was  used  to  measure 
these  six  aspects  of  bereavement. 

Using  analyses  of  covariance  procedures,  the  effect  of  treatment  group 
membership  on  women's  scores  on  each  of  the  six  variables  was  assessed 
after  controlling  for  age  and  length  of  bereavement.  Results  of  these  analyses 
revealed  that  there  were  significant  differences  (p  <  .05)  in  levels  of 
depersonalization  reported  by  the  group.  Control  group  widows  reported 
significantly  less  depersonalization  than  women  in  either  intervention  group.  In 
contrast,  the  women's  reports  of  somatization  behaviors  revealed  a  significant 
interaction  of  treatment  group  membership  and  length  of  bereavement  (p  <  .05). 
finally,  responses  on  the  remaining  four  indices  (anger/hostility,  loss  of  control, 
despair,  and  rumination)  showed  a  common  pattern  of  significant  three-way 
Interaction  effects  of  length  of  bereavement,  age  of  participant,  and  treatment 
group  membership  (p  <  .05).  Possible  explanation  and  implications  for  these 
findings  were  discussed,  along  with  directions  for  future  research. 
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CHAPTER  1 
INTRODUCTION 

The  death  of  a  spouse  represents  a  traumatic  rupture  in  what  is  most 
often  a  strong  and  intense  emotional  relationship.  Bowlby's  (1980)  attachment 
theory  has  emerged  as  one  of  the  preeminent  explanations  of  the  formation  and 
nature  of  such  intimate  relationships.  Extensions  and  elaborations  of 
attachment  theory  (e.g.,  Worden,  1982)  have  been  used  to  explain  the  grief 
experience  of  the  sun/iving  spouse.  Although  the  various  psychoemotional 
aspects  of  grieving  have  been  described  and  verified,  questions  remain 
regarding  the  ways  in  which  these  processes  are  experienced  and  the  extent  to 
which  societal  changes  facilitate  or  impede  the  movement  through  this  process. 

During  the  last  four  decades  many  changes  have  occurred  in  the  ways  in 
which  members  of  American  society  view  grief  and  bereavement.  Prior  to  that 
period,  families,  friends  and  even  entire  communities  offered  support 
immediately  following  a  person's  death  to  help  the  survivors  cope  with  the  loss 
through  the  first  year  of  bereavement.  Often  such  support  was  provided 
because  the  deceased  usually  died  in  the  home  and  family  members  played  an 
active  role  in  the  rituals  surrounding  viewing  and  funeral.  For  example, 
members  often  were  involved  in  washing  and  dressing  the  body.  Friends 
brought  food  and  visited  for  extended  periods  of  time,  sometimes  days. 
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Condolences  often  were  offered  in  the  form  of  time  spent  reminiscing  with  family 
about  the  deceased.  Weeping  and  wailing  as  the  bereaved  separated  from  the 
deceased  loved  one  were  common  and  expected.  Thus,  mourning  during 
bereavement  was  acknowledged  to  be  a  deep,  lengthy,  and  necessary,  albeit 
painful,  process,  but  societal  practices  helped  to  ease  the  mourning. 

After  World  War  II,  a  different  societal  norm  for  grieving  emerged  in  the 
United  States.  It  is  best  characterized  by  denial,  brevity,  and  lack  of  long-term 
involvement  in  grieving  processes.  For  example,  survivors  of  decedents  are 
now  expected  to  shed  few  tears.  A  poignant  example  of  this  stoicism  was  most 
obvious  following  the  assassination  of  President  John  F.  Kennedy  when 
television  cameras  fixed  on  his  grieving  widow,  who,  "with  head  held  high," 
encouraged  her  children  to  salute  their  father  while  she  remained  dry-eyed. 
Belatedly,  grieving  rituals  no  longer  typically  take  place  in  the  home.  The 
deceased  generally  dies  in  a  hospital  or  nursing  home,  and  funeral  directors 
are  responsible  for  preparation  of  the  body  and  arranging  viewing,  funeral, 
and/or  cremation.  Thus,  families  now  have  limited  contact  with  the  deceased 
from  death  to  the  viewing.  The  deceased  also  may  be  buried  or  cremated 
without  a  viewing,  further  minimizing  opportunities  for  contact  from  supportive 
friends  and  family  for  the  grieving  person(s). 

Frequently  family  members  are  separated  by  geographical  constraints 
and  live  many  miles  apart.  Thus,  distance  necessitates  hurried  family  travel 
because  the  death-to-burial  process  usually  is  completed  within  days.  Time 
also  is  a  factor  for  workers.  The  customary  three-day  bereavement  leave  in 


most  workplaces  is  adequate  to  attend  to  burial  rites  but  contributes  to  a  hurried, 
mechanical  approach  to  grieving. 

Thus,  amidst  aphorisms  such  as  "get  on  with  life"  and  "time  heals  all,"  the 
bereaved  are  thrust  back  into  the  world  without  benefit  of  opportunities  to 
express  grief  fully  or  obtain  support  of  loving  family  and  friends  common  in  the 
earlier  part  of  this  century.  These  trends  set  the  stage  for  a  lengthy 
psychological  bereavement  process,  one  in  which  the  bereaved  may  not 
resolve  their  grief  for  a  long,  long  time. 

Consequently,  grief,  which  has  always  been  a  difficult,  painful  period  in  a 
griever's  life,  may  become  problematic.  In  the  absence  of  effective  support  and 
assistance  from  family  and  friends,  counselors  have  become  an  integral  part  of 
the  grieving  process  for  many,  either  directly  or  indirectly.  Direct  services 
include  bereavement  aftercare,  such  as  bereavement  groups  found  in  hospice 
settings  and  funeral  homes;  individual  counseling  prompted  by  referrals  from 
physicians,  social  workers,  and  pastoral  counselors;  and  bereavement 
seminars  intended  to  facilitate  better  understanding  of  the  grieving  process. 
Indirect  services  include  consultation  with  other  mental  health  professionals; 
support  of  peer  groups  such  as  Widow-to-Widow;  presentation  of  "grief  work" 
seminars  to  physicians,  nurses,  and  others  in  the  bereavement  field;  promotion 
of  awareness  of  death  and  grief  issues  through  professional  organizations;  and 
education  and  training  for  school  and  organizational  staff. 

The  role  of  the  mental  health  counselor  in  grief  and  bereavement  thus 
addresses  the  importance  of  providing  opportunity  for  grievers  to  process  their 
grief  effectively.  However,  the  role  of  counselors  in  facilitating  individual  and/or 
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group  bereavement  processes  is  not  fully  understood  nor  fully  explored.  What 
type  of  assistance/intervention  is  needed  by  bereaved  individuals?  Do 
interventions  have  a  universal  impact?  Or  are  some  more  helpful  than  others? 
Certainly  counselors  have  strong  potential  to  assist  the  bereaved,  but  the 
effectiveness  of  their  efforts  must  be  tested  and  empirically  validated  before  that 
potential  can  be  realized. 

Overview 

"Grief  work"  was  defined  by  Freud  (1914)  as  consisting  of  three  primary 
psychological  tasks  which  people  must  complete  successfully  to  move  through 
the  grieving  process.  The  primary  tasks  are  related  to  the  psychological 
severance  of  the  relationship  to  the  deceased.  The  first  task  of  the  bereaved  is 
to  face  the  reality  that  the  loved  one  has  died.  It  embraces  not  only  fully 
accepting  the  loss  of  the  loved  one  but  also  of  the  conjoint  hopes,  dreams,  and 
plans  for  the  future.  The  second  task  for  the  bereaved  is  to  readjust  to  an 
environment  in  which  the  deceased  is  missing.  This  task  may  have  different 
contextual  meanings  depending  on  the  relationship  between  the  bereaved  and 
the  deceased.  For  example,  the  necessary  adaptation  could  mean  that  the 
griever  must  assume  roles  previously  held  by  the  deceased.  Freud  also  noted 
the  importance  of  reinvesting  energy  in  new  relationships,  which  is  the  third 
task.  Worden  (1982)  added  a  fourth.  He  included  experiencing  the  pain  of  grief 
as  a  task  necessarily  to  be  completed  to  avoid  the  manifestation  of  another, 
perhaps  harmful,  symptom  such  as  excessive  use  of  drugs  or  alcohol. 
Fulfillment  of  the  four  tasks  of  grieving  allows  the  bereaved  to  adjust  to  the  loss 
and  avoid  more  serious  psychological  and/or  other  consequences. 


As  a  bereaved  person  works  to  complete  the  four  tasks,  effects  of 
bereavement  are  felt  on  physical,  cognitive,  affective,  and  behavioral  levels. 
For  example,  tightness  in  the  throat,  appetite  change,  lack  of  energy,  and 
shortness  of  breath  are  some  of  the  more  commonly  reported  physical 
symptoms  felt  during  the  first  few  months  of  the  grieving  process.  Such  physical 
responses  often  motivate  the  bereaved  to  seek  help  from  physicians  because 
they  believe  themselves  to  be  seriously  ill.  Cognition  also  may  be  affected  in 
the  fomri  of  disbelief,  confusion,  preoccupation  with  the  deceased,  or  a  sense  of 
presence  of  the  deceased.  Frequently,  the  bereaved  will  present  to  counselors 
with  the  belief  that  they  are  "going  crazy."  While  holding  this  belief,  affectively 
the  bereaved  also  may  be  experiencing  anger,  guilt,  or  anxiety  as  well  as 
loneliness,  yeaming,  or  even  relief.  Other  behaviors  also  may  be  affected  by 
the  death  of  a  loved  one.  Excessive  sighing,  crying,  social  withdrawal,  sleep 
disturbances,  and  restlessness  are  a  few  of  the  many  ways  in  which  the 
bereaved  react  to  the  loss.  Thus,  although  grief  has  been  identified  as  a  normal 
response  to  a  loss,  it  is  a  vulnerable  period  for  the  bereaved  in  which  a  variety 
of  symptoms  surface  over  an  extended  period  of  time,  frequently  appearing  and 
reappearing  and  often  leaving  the  bereaved  puzzled,  frustrated,  and  alone  as 
they  contend  with  the  phases  within  the  grieving  process. 

Completion  of  four  phases  also  is  thought  to  be  necessary  to  complete 
the  grieving  process  effectively,  including  (psychological)  numbness,  which 
gives  way  to  pining,  followed  by  disorganization  and  despair,  and  finally 
resolution  in  the  forni  of  reorganization  (Bowlby,  1980).  Although  there  is  a 
common  framework  which  carries  easily  observed  features,  there  are 
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considerable  differences  in  the  duration  and  form  from  one  griever  to  another. 
Specific  differences  may  be  unl<nown.  For  example,  is  the  time  course  of 
bereavement  and  phase  adaptation  similar  in  all  bereaved  widows?  Moreover, 
does  age  of  the  bereaved  determine  phase  progression?  It  is  these  differences 
which  help  to  define  bereavement  outcome. 

Three  major  bereavement  outcome  possibilities  have  been  identified 
(Parkes,  1987;  Sanders,  1989;  Worden,  1991).  First,  the  bereaved  may  "let  go" 
of  the  deceased  and  form  new  relationships  and  a  new  identity  structure. 
Second,  the  bereaved  may  live  as  //the  deceased  were  simply  away 
temporarily,  thus  psychologically  maintaining  the  same  relationship  and  roles. 
Third,  the  bereaved  may  choose  not  to  invest  energy  in  a  new  life  but  may  move 
in  the  opposite  direction  toward  isolation,  illness,  or  death.  Although  many 
factors  contribute  to  bereavement  outcome,  bereaved  persons  usually  have 
been  shown  to  choose  one  of  these  three  paths. 

Counselors  concerned  with  bereavement  processing  have  to  take  into 
consideration  many  factors  in  attempting  to  explain  differences  in  bereavement 
outcome.  These  differences  are  mitigated  by  several  factors  which  can  be 
identified  within  three  distinct  categories:  (a)  antecedent,  (b)  concurrent,  and  (c) 
subsequent  determinants.  Within  each  category  are  variables  such  as  type  of 
relationship  with  the  deceased,  childhood  experiences,  personality  factors,  and 
social  support  systems.  Knowledge  of  these  factors  can  assist  counselors  to 
assess  the  severity  of  grief  and  develop  appropriate  intervention  strategies  for 
the  bereaved. 


One  variable  that  has  been  shown  to  be  of  major  import  in  determining 
the  course  of  bereavement  is  the  spousal  relationship.  Death  of  a  spouse  has 
been  identified  as  the  most  severe  stressor  in  life  (Holmes  &  Rahe,  1967). 
Spousal  death,  and  subsequent  bereavement,  have  been  studied  by 
researchers  in  several  fields  (including  medicine,  nursing,  sociology,  and 
psychology).  However,  most  of  the  work  has  been  focused  upon  bereavement 
among  those  over  age  60.  Yet,  there  is  a  large  group  of  mid-life  married 
women,  ages  40  to  55,  who  are  confronted  with  the  death  of  a  spouse.  A  recent 
census  report  (1991),  for  example,  indicated  that  there  were  almost  one  million 
widows  in  the  United  States  in  that  age  bracket.  Moreover,  studies  have  shown 
that  conjugal  bereavement  reactions  for  women  in  mid-life  are  more  severe 
than  for  older  women  (e.g.,  Parkes,  1964;  Sanders,  1989). 

A  second  variable  that  has  been  shown  to  be  of  importance  in 
determining  the  course  of  bereavement  is  the  length  of  time  bereaved.  The  first 
year  of  bereavement  also  has  been  studied  by  many  researchers  in  various 
fields  and  has  been  shown  to  be  a  critical  time  period  for  many  bereaved 
persons  (e.g.,  Parkes,  1964;  Sanders,  1989).  However,  within  that  year,  there  is 
little  information  regarding  the  grief  experience  of  mid-life  widows  in  specific 
age  categories.  Moreover,  there  remains  a  dearth  of  information  about 
treatment  (counseling)  effectiveness  for  this  group  of  bereaved.  Therefore,  it  is 
upon  this  group  of  mid-life  bereaved  widows  in  the  first  year  of  bereavement 
that  this  study  is  focused. 
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Theoretical  Framework 
Bowlby's  (1980)  attachment  theory  is  a  blend  of  psychoanalytic, 
ethological,  and  control  theories  with  an  emphasis  on  affectional  bonds  made 
by  human  beings.  It  provides  an  explanation  of  many  fomns  of  emotional 
distress,  including  anxiety,  anger,  and  depression,  which  commonly  occur 
during  and  after  unwilling  separation. 

Attachment  theory  consists  of  a  number  of  general  statements  such  as  (a) 
attachment  behavior  is  any  form  of  behavior  which  attempts  to  maintain 
proximity  to  a  preferred  individual;  (b)  attachment  behavior  is  distinct  from 
feeding  and  sexual  behavior,  with  at  least  as  much  significance;  (c)  from 
infancy,  healthy  attachment  behavior  leads  to  affectional  bonds  between  child 
and  adult,  and  later  adult  and  adult;  (d)  attachment  behavior,  like  other  forms  of 
instinctive  behavior,  is  mediated  by  behavioral  systems  which  early  in 
development  become  goal-corrected;  (e)  many  of  the  most  intense  emotions 
arise  during  the  disruption  of  these  systems;  (f)  attachment  behavior  is  normal, 
sometimes  as  caregiving,  and  thus  should  not  be  viewed  as  pathological  or  as 
regression  to  some  earlier  stage  of  development;  (g)  psychopathology  is  due  to 
a  person's  psychological  development  having  followed  a  deviant  pathway,  not 
as  fixation  of  or  regression  to  an  earlier  stage  of  development;  and  (h)  principal 
determinants  of  development  of  attachment  behavior  are  the  experiences  a 
person  has  with  attachment  figures  during  immaturity  in  infancy,  childhood,  and 
adolescence  (Bowlby,  1980).  Thus,  Bowlby  contended  that  it  is  not  difficult  to 
see  how  the  effects  of  loss  within  the  homeostatic  system  of  attachment  theory 
can  cause  great  stress  and  distress. 


9 

In  the  initial  period  of  mourning,  when  the  affectional  bonds  are  first 
traumatized,  acute  distress  in  the  form  of  protest  is  found  in  most  bereaved 
persons.  Behavior  which  is  designed  to  restore  those  affectional  bonds  such  as 
searching,  yeaming,  and  crying  is  then  most  intense.  When  death  of  a  loved 
one  occurs  and  effort  to  restore  the  affectional  bonds  is  (necessarily) 
unsuccessful,  the  bereaved  eventually  decrease  searching  endeavors. 
However,  usually  the  effort  does  not  cease  fully.  Longer  time  periods  simply 
occur  between  attempts  to  reconnect  with  the  deceased.  This  continued,  futile 
attempt  at  re-creation  of  affectional  bonds  causes  a  chronic  state  of  distress, 
also  characterized  by  altemating  episodes  of  acute  stress  (Bowlby,  1980). 

Stress  is  exemplified  during  mourning  in  a  variety  of  ways,  many 
previously  noted.  Suffering  and  impairment  of  functioning  is  common  and  often 
prolonged.  Although  identified  by  most  researchers  as  normal,  bereavement 
represents  a  profound  departure  from  the  establishment  of  a  vibrant  state  of 
well-being  (Engel,  1961).  Homeostasis  must  be  restored  to  return  to  effective 
life  functioning. 

Bowlby  (1980)  described  bereavement  as  an  assault  on  the  psyche  in 
which  the  psychological  response  is  disequilibrium.  Disruptions  in  functioning 
and  acute  suffering  are  expected  in  the  course  of  healing,  leading  to  one  of  two 
outcomes.  The  first  is  recovery,  in  which  effective  or  nearly  fully  effective 
functioning  is  restored.  The  second  is  impaired  functioning,  which  may  manifest 
in  any  of  a  variety  of  ineffective  psychological  states  and/or  behaviors  (Bowlby, 
1980). 
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Recovery  from  bereavement  is  a  result  of  the  ability  of  the  bereaved  to 
disengage  from  the  deceased.  According  to  Bowlby  (1980),  however,  in 
attempting  to  accomplish  disengagement,  the  bereaved  may  invoke 
psychological  defenses  in  an  effort  to  maintain  attachment  bonds.  Bowlby 
draws  on  conceptual  models  of  human  information  processing  to  explain  this 
phenomenon.  "Defensive  exclusion"  is  a  temporary  adaptive  process  invoked 
by  the  bereaved  as  they  deal  with  pain  during  the  bereavement  process.  When 
an  affectional  bond  is  broken,  there  is  unwelcome  (preliminary)  registering  of 
needed  readaptation  information;  however,  the  information  is  evaluated  only  in 
a  cursory  sense.  This  constitutes  the  beginning  of  the  numbness  phase. 
Further  evaluation  of  the  information  takes  place  intermittantly  but  is  often 
followed  by  retum  to  avoidance  of  it  and  its  significance  (Bowlby,  1980). 
Ultimately,  effective  bereavement  outcome  entails  accepting  and  integrating  the 
infomriation  about  self  and  world  which  was  initially  excluded. 

Bowlby  (1980)  noted  the  importance  of  having  a  "companion  in  the 
journey"  to  successful  bereavement  outcome.  Assistance  is  necessary  to 
negate  or  verify  new  information,  confimn  or  disconfirm  initial  evaluations,  and 
examine  mutually  plans  of  action  for  the  future.  Further,  reduction  in  anxiety 
may  be  accomplished  by  the  presence  of  a  caregiver  in  the  form  of  someone 
who  listens  and  responds  effectively.  Due  to  the  denial,  intensity,  and  length  of 
the  grief  process  as  well  as  previously  noted  geographical  constraints,  many 
bereaved  do  not  have  such  "companions."  Thus,  although  the  tasks  and 
phases  of  grief  are  arduous  and  painful,  counselors  can  assist  the  bereaved  to 
process  information  necessary  to  move  forward  with  their  lives.  Counselors 
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may  assist  the  bereaved  by  intensifying  the  reality  of  the  loss,  dealing  with 
expressed  and  latent  affect  (particularly  with  reference  to  the  belief/disbelief 
dilemma),  overcoming  impediments  to  readjustment,  and  encouraging 
appropriate  rituals  which  facilitate  separation  from  the  deceased. 

Worden  (1991)  reinforced  the  need  for  counselors  to  assist  the  bereaved 
by  identifying  the  couselor's  task.  He  wrote  that  it  is  necessary  for  counselors 
"to  help  them  [the  bereaved]  find  an  appropriate  place  for  the  dead  in  their 
emotional  lives"  (p.  17). 

Worden  (1991)  applied  attachment  theory  to  create  a  task  model  of  grief 
theory.  He  identified  the  four  tasks  for  the  bereaved  which  must  be  completed 
effectively  within  the  four  phases  of  grief.  Worden  also  offered  several 
principles  for  effective  grief  counseling  focused  on  the  accomplishment  of  the 
four  tasks.  Finally,  he  included  a  variety  of  techniques  for  counseling  the 
bereaved  that  encompass  individual,  group  and  family  counseling. 

Statement  of  the  Problem 

Mid-life  conjugal  bereavement  has  been  described  as  one  of  life's  most 
severe  stressors,  and  it  has  been  shown  that  relatively  young  widows  have 
more  severe  reactions  during  the  bereavement  process  (Ball,  1 977;  Gove  & 
Shin,  1989;  Kitson  &  Zyzanski,  1987;  Lundin,  1984;  Maddison  &  Walker,  1967; 
Parkes  &  Brown,  1972).  However,  little  is  known  about  the  effects  of 
treatment/intervention  methods  with  women  experiencing  mid-life  bereavement. 
More  specifically,  the  impact  of  counseling  in  accord  with  Worden's  principles  of 
grief  theory  has  not  been  investigated  empirically.  In  addition,  the  extent  to 
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which  length  of  time  since  death  of  spouse  influences  intervention  impact  has 
not  been  fully  examined. 

Need  for  the  Study 

Spousal  bereavement  research  has  been  conducted  in  a  variety  of 
settings,  yet  few  empirical  studies  have  examined  brief,  task-focused  treatment 
modalities  in  the  mid-life  widowed  population.  Furthemiore,  there  are  limited 
data  available  in  the  field  of  grief  and  bereavement  concerning  the  use  of  video 
with  and  without  accompanying  interaction  with  a  nonprofessional  facilitator.  If 
the  differential  effects  of  a  brief,  task-based  video  with  and  without  interaction 
with  a  nonprofessional  facilitator  were  known,  implications  for  theory,  training, 
practice,  and  research  in  the  area  of  bereavement  could  be  derived. 

This  knowledge  would  encourage  further  critical  analysis  of  existing 
theories  underiying  the  grief  process,  notably,  the  applicability  of  the  role  of  task 
fulfillment  in  determining  the  outcome  of  grief.  Both  Bowlby  (1980)  and  Worden 
(1991)  contended  that  acquisition  of  infomriation  would  assist  the  bereaved  in 
effective  completion  of  the  tasks  of  grief.  They  also  noted  that  a  "companion" 
was  necessary  to  help  filter  infomriation  and  was  an  integral  part  of  effective 
grief  processing.  Researchers  have  supported  the  need  for  time  and  social 
support  for  the  bereaved  but  have  not  examined  the  specific  task  components  of 
Worden's  grief  theory.  Moreover,  within  age  groups  and  time  frame  of 
bereavement,  there  is  little  information  regarding  the  importance  of  task 
completion  in  grief  wori<.  Thus,  a  video  task-based  treatment  would  provide 
further  knowledge  of  the  importance  of  Worden's  tasks  in  resolving  the  grief 
process,  specifically  for  mid-life  widows  in  the  first  year  of  bereavement.  It  also 
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would  determine  the  importance  of  information  processing  through  the  use  of 
brief,  modem  technology.  Due  to  a  lack  of  research  data,  current  presumptions 
(regarding  phases  and  tasks)  within  the  psychodynamic  theory  of  grief  underlie 
present  treatment  methodology.  Support  or  refutation  of  Worden's  theoretical 
basis  is  necessary  for  continued  attendance  to  the  needs  of  bereaved  persons 
receiving  such  treatments. 

In  view  of  the  possible  prolongation  and  severity  of  the  grief  process, ' 
there  is  a  need  to  provide  effective  interventions  for  the  bereaved.  Knowledge 
gained  from  research  regarding  the  effectiveness  of  a  brief  video  presentation, 
with  and  without  facilitator  interaction,  would  help  counselors  use  efficient  and 
effective  treatment  methods.  Moreover,  knowledge  of  treatment  effectiveness 
within  specific  age  groups  and  bereavement  periods  would  assist  counselors  in 
screening  candidates  for  participation  in  interventions.  Additionally,  because  of 
the  possible  severity  of  physical  and  psychological  responses  to  the  grief 
process,  data  gathered  from  this  study  may  encourage  a  proactive  stance  by 
professional  counselors  to  provide  information  from  which  to  develop  and 
promote  other  prevention  programs  for  the  bereaved. 

Results  of  this  study  also  may  have  implications  for  counselor  practice  in 
the  areas  of  training  for  nonprofessionals  and  for  consultation  in  a  variety  of 
mental  health,  medical,  and  pastoral  settings.  The  use  of  nonprofessional 
facilitators  has  implications  for  cost-effective  models  of  prevention  and 
intervention  which  may  benefit  the  greatest  number  of  people  in  the  shortest 
periods  of  time.  Promotion  of  cohesiveness  of  care  for  the  bereaved  would  be  a 
primary  goal. 
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Knowledge  of  the  effect  of  a  brief  task-focused  video,  with  or  without 
nonprofessional  interaction,  also  would  increase  the  body  of  research  in 
spousal  bereavement  and  encourage  subsequent  research.  Most  studies  have 
focused  on  older  populations,  leaving  a  gap  in  knowledge  of  grief  process, 
outcome,  and  treatment  modalities  for  all  other  age  groups.  Relatedly,  most 
have  not  been  experimental  in  nature,  thus  creating  a  deficiency  of  proven 
treatment  interventions. 

In  spite  of  an  increase  of  studies  in  the  last  three  decades,  there  is  much 
to  be  learned  regarding  specific  grieving  populations,  bereavement  outcome, 
and  effective  treatment  methods.  Therefore,  the  general  public  also  would 
benefit  from  the  knowledge  gained  from  this  study.  Some  bereaved  persons 
overuse  medical  and  mental  health  systems.  If  the  results  of  a  brief,  task- 
focused  treatment  were  known,  professionals  from  a  variety  of  fields  could 
disseminate  information  that  might  reduce  physical  and  psychological 
consequences  of  grieving.  Therefore,  a  decrease  in  use  of  these  systems 
would  result  in  funding  being  available  for  other  uses.  This  is  in  line  with 
current  political  strategies  which  support  overall  availability  of  care  to  everyone. 

Purpose  of  the  Study 

Existant  in  a  synthesis  of  the  theoretical  propositions  of  Bowlby  and 
Worden  is  that  an  appropriately  constructed  and  implemented  intervention 
should  facilitate  accomplishment  of  the  tasks  of  grieving,  movement  through  the 
grieving  process,  and  achievement  of  more  successful  bereavement  outcome. 
However,  this  supposition  has  not  been  tested  empirically.  Therefore,  it  is 
within  this  context  that  the  purpose  of  this  study  is  to  determine  the  effects  of  a 
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brief  task-focused  video  treatment,  with  and  without  nonprofessional  interaction, 
on  bereavement  outcome  in  the  mid-life  widowed  population.  Variations  in 
bereavement  outcome  among  the  conjugally  bereaved  also  were  investigated 
with  regard  to  age  and  length  of  time  since  the  death. 

Rationale  for  the  Approach  to  the  Studv 

■ 

The  need  for  efficient  and  effective  treatment  methods  for  bereaved 
spouses  has  been  well  established  (e.g.,  Parkes,  1980;  Raphael,  1977). 
However,  there  are  few  well-controlled,  experimental  studies  which  target  mid- 
life, conjugally  bereaved  widows.  Specifically,  the  use  of  a  brief  task-based 
intervention  with  and  without  nonprofessional  interaction  has  not  been 
empirically  validated. 

A  posttest-only  experimental  design  was  employed  in  this  study.  Three 
groups  of  widows  bereaved  during  the  previous  3-  to  12-month  period  were 
identified  through  local  newspaper  obituary  listings.  Group  I  was  the  control 
group.  They  were  tested  first  and  then  offered  the  opportunity  to  view  the  video 
and  interact  with  a  nonprofessional  facilitator.  Provision  of  treatment  methods  to 
all  groups  at  some  time  during  the  study  addresses  ethical  concerns.  Group  II 
received  the  treatment,  was  tested,  and  then  offered  interaction  with  the 
facilitator.  Group  III  received  the  treatment,  interacted  with  the  facilitator,  and 
then  was  tested. 

The  selection  of  an  experimental  design  assures  that  the  independent 
variable  (treatment)  is  the  cause  of  observed  differences  in  the  data  (Huck, 
Cormier,  &  Bounds,  1974).  Internal  validity  is  well  controlled  in  this  design.  The 
use  of  random  assignment  and  a  control  group  provide  for  control  of  threats  to 
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internal  validity,  including  selection,  history,  maturation,  and  statistical 
regression  (Huck,  Cormier  &  Bounds,  1974;  Isaac  &  Michael,  1981;  Smith  & 
Glass,  1987).  External  validity  was  facilitated  by  the  use  of  several  selection 
sites  in  the  state  of  Florida,  elimination  of  pretesting,  accurate  description  and 
measurement  of  variables,  and  appropriate  choice  of  measurements. 

The  treatment  video  was  validated  by  a  panel  of  experts  to  assure  that  it 
represents  what  it  claims  to  represent.  Nonprofessional  facilitators  were 
selected  from  a  list  of  volunteers  who  wished  to  participate  in  the  study  but  who 
had  not  had  fonnal  training  in  counseling.  The  researcher  trained  the 
facilitators  and  provided  predetermined  questions  and  suggestions  for 
discussion  which  focused  on  the  tasks  of  grief  as  outlined  by  Worden  (1982). 
Thus,  this  approach  provided  the  most  efficient,  accurate  approach  to  this  study. 

Research  Questions 

The  following  research  questions  were  evaluated  in  this  study: 

1 .  Is  there  a  difference  in  widows'  bereavement  outcome  among  those 
who  participate  in  a  brief,  task-based  intervention  and  those  who  do  not? 

2.  How  much  does  age  influence  the  bereavement  outcome  of  widows 
participating  in  different  treatment  conditions  in  this  study? 

3.  How  much  does  length  of  time  bereaved  influence  the  bereavement 
outcome  of  widows  participating  in  different  treatment  conditions  in  this  study? 

Definition  of  Terms 
The  following  definitions  are  used  throughout  this  study. 
Attachment  relates  to  the  propensity  of  human  beings  to  form  strong 
affectional  bonds  to  particular  others  (Bowlby,  1980). 
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Bereavement  refers  to  the  experiential  state  of  having  suffered  a  loss 
(Rando,  1984). 

Bereavement  outcome  refers  to  assessment  of  reaction  to  the  grieving 
process  as  measured  by  the  Grief  Experience  Inventory  (Sanders,  Mauger,  & 
Strong,  1985). 

Brief  therapv  is  a  short-term  model  of  psychotherapy  predicated  on  the 
assumption  that  change  will  occur  within  a  few  weeks  (or  1  to  25  sessions),  as 
opposed  to  a  lengthy  analytical  approach  perhaps  lasting  years  (Budman  & 
Gurman,  1988). 

Counseling  is  a  method  of  psychological  treatment  which  focuses  on 
growth,  development,  enhancement,  prevention,  self-awareness  and  releasing 
blocks  to  growth  (Corey,  1981). 

Grief  denotes  the  process  of  reactions  to  the  perception  of  loss,  including 
psychological,  social  and  somatic  consequences  (Rando,  1984). 

Grief  work  refers  to  the  tasks  of  grief  which  assist  the  griever  in  resolving 
the  loss,  specifically,  (a)  accept  the  reality  of  the  loss,  (b)  experience  the  pain  of 
grief,  (c)  adjust  to  an  environment  in  which  the  deceased  is  missing,  and  (d) 
withdraw  emotional  energy  and  reinvest  it  in  another  relationship  (Worden, 
1982). 

Mourning  represents  the  culturally  defined  acts  that  are  usually 
perfomned  after  a  death  (Sanders,  1989). 

Patholocical  (also  known  as  complicated,  delayed,  morbid,  unresolved^ 
grief  is  a  maladaptive  process  in  which  the  bereaved  does  not  follow  a  nonnal 
process  of  grief.  It  is  exemplified  by  physical  and  psychological  reactions  which 
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are  more  intense  and  of  longer  duration,  thus  l<eeping  the  bereaved  from 
participating  in  life's  course  and  putting  them  at  high  risk  for  illness  (Sanders, 
1989). 

Overview  of  the  Remainder  of  the  Study 
In  Chapter  1  the  topic  of  the  study  has  been  introduced.  The  need  for  the 
study,  its  purpose,  and  rationale  also  were  explained.  The  remainder  of  this 
study  is  organized  into  four  chapters.  Chapter  2  is  a  review  of  cun-ent,  related 
literature.  The  research  methodology  is  delineated  in  Chapter  3.  Covered  in 
Chapter  4  are  the  results  of  the  study.  Finally,  Chapter  5  contains  discussion  of 
findings,  conclusions,  implications,  and  recommendations  for  future  research. 


CHAPTER  2 
REVIEW  OF  THE  RELATED  LITERATURE 

This  study  is  grounded  in  Bowlby's  attachment  theory  and  in  Worden's 

derivation  of  grief  theory  from  Bowlby's  works.  Reiatedly,  grief  models 

incorporating  elements  of  these  theories  have  been  developed.  Collectively, 

these  three  perspectives  provide  the  framework  from  which  this  study  was 

constructed. 

Attachment  Theon/ 
Bowlby's  (1980)  attachment  theory  is  an  integration  of  analytic, 
ethological,  and  control  theory  concepts.  Bowlby  joined  traditional 
psychodynamic  thinking  with  the  newer  disciplines  of  ethology  and  control 
theory.  His  resultant  explanations  of  human  behavior  were  not  as  abstract  as 
those  linked  with  psychodynamic  theorists.  However,  Bowlby  noted  that 
attachment  theory  concepts  are  compatible  with  those  of  psychoanalysis, 
neurophysiology,  and  developmental  psychology.  Attachment  theory  is, 
basically,  a  new  way  to  conceptualize  the  inclination  of  human  beings  to  make 
strong  affectional  bonds  to  particular  others.  Of  particular  importance  here  is 
that  separation  from  the  attachment  figure  causes  at  least  distress  and  often 
personality  disturbance.  Anxiety,  anger,  depression,  and  emotional  detachment 


19 


20 

typically  result  as  the  person  struggles  with  unwanted  separation  (Bowlby, 
1980). 

According  to  Bowlby,  attachment  behavior  is  observed  in  many  species. 
A  common  behavioral  example  is  the  young  being  removed  from  their  mothers. 
Under  normal  circumstances,  in  which  the  attachment  figure  remains  accessible 
and  responsive,  the  child  may  be  observed  seeking  eye  contact  or  listening  for 
the  mother.  If  the  mother  is  unavailable,  the  child  will  attempt  to  reconnect  with 
her  by  calling  and/or  crying  which  generally  elicit  a  caregiving  response. 
Attachment  behavior  assists  the  individual  in  survival  by  keeping  him/her  in 
contact  with  caregivers,  thus  lessening  risk  of  harm. 

Attachment  behavior  is  instinctive  and  mediated  by  goal-directed 
behavioral  systems  which  develop  in  early  childhood  and  are  retained 
throughout  adulthood  in  other  significant  relationships  (e.g.,  a  spousal 
relationship).  Instinctive  behavior  has  four  main  characteristics:  (a)  it  follows  a 
similar  and  predictable  pattern  in  almost  all  members  of  a  species;  (b)  it  is  a 
sequence  of  behavior  rather  than  a  single  response  to  a  stimulus;  (c)  certain 
consequences  contribute  to  the  preservation  of  the  individual  or  species;  and 
(d)  many  examples  of  it  develop  even  if  all  ordinary  oportunities  for  learning  it 
are  absent  (Bowlby,  1969).  Thus,  attachment  behavior  is  seen  as  normal  rather 
than  pathological.  The  goal  of  attachment  behavior  is  maintainance  of 
affectional  bonds.  Any  threat  to  that  goal  produces  behavior  which  is  designed 
to  preserve  the  bond  (Bowlby,  1980). 

Caregiving  is  seen  as  a  complementary  function  of  attachment  behavior. 
It  can  be  shown  by  a  parent  toward  a  child  or  by  one  adult  to  another  in  certain 


21 

relationships,  particularly  in  stressful  times.  In  infancy,  when  affectional  bonds 
are  threatened  as  in  the  mother  leaving  the  child,  behavioral  attempts  to  elicit 
attachment  are  exhibited  (then  generally  met  with  a  caregiving  response  from 
the  parent).  When  death  of  a  loved  one  occurs  in  adulthood,  the  person 
similarly  will  initiate  attachment  behaviors  designed  to  reconnect  with  the 
deceased. 

Weiss  (1993)  noted  that  the  attachment  system  is  not  under  conscious 
control.  For  example,  bereaved  persons  cannot  simply  ignore  their  grief  and  go 
about  their  day-to-day  business.  Attachment  feelings  and  behaviors  also  are 
persistant  and  demanding.  Continued  attempts  to  reconnect  with  the  deceased 
produce  pining  and  searching  behaviors  which  can  be  found  at  various  times 
during  the  grief  process.  Bowlby  (1980)  divided  these  times  into  four  phases. 
The  first  is  numbing.  In  "shock,"  the  bereaved  often  feel  stunned  and 
disbelieving,  unable  to  take  in  the  news  of  the  death.  Apprehension  and 
tension  are  prominent  during  this  period.  Seeming  calm  is  frequently 
interrupted  by  outbursts  of  emotion,  which  is  often  described  as  overwhelming 
panic.  Many  bereaved  seek  the  company  of  family  and  friends  during  this  initial 
period  of  grief  (Bowlby,  1980). 

Numbing  gives  way  to  the  second  phase  which  is  searching  and 
yearning,  a  reference  to  the  bereaved  attempting  to  find  and  recover  the  lost 
love  object.  This  phase  often  is  represented  by  intense  pining  accompanied  by 
tearful  sobbing.  Typically,  restlessness,  insomnia,  and  preoccupation  with 
thoughts  of  the  deceased  are  combined  with  a  sense  of  presence  of  the 
deceased.  The  bereaved  also  may  experience  dreams  in  which  the  deceased 


are  alive  and  well.  It  is  during  this  phase  that  attachment  behaviors  are  most 
evident.  Parkes  (1970a),  in  his  study  of  London  widows,  offered  evidence  of 
searching  behaviors  as  components  of  a  sequence  including  restless  moving 
about,  scanning  the  environment,  thinking  intensely  about  the  deceased, 
attending  to  stimuli  that  suggest  the  presence  of  the  deceased,  directing 
attention  to  likely  areas  where  the  deceased  may  be  found,  and  calling  for  the 
deceased. 

Anger  is  another  common  element  of  the  second  phase.  It  is  a  frequent 
and  normal  response  to  the  inability  of  the  bereaved  to  reattach  to  the 
deceased.  For  example,  Marris  (1958)  described  a  widow's  anger  toward  the 
physician  of  the  deceased  as  a  rage  that  gave  her  courage.  Bowlby  (1980) 
concluded  that  as  long  as  the  anger  continues,  the  bereaved  is  not  accepting 
the  loss  as  permanent.  Further,  anger  and  ingratitude  toward  comforters  are 
prevalent;  thus,  attending  to  the  bereaved  at  this  particular  phase  of 
bereavement  may  be  a  thankless  task  (Bowlby,  1980). 

As  the  bereaved  endure  conflicting  emotions,  they  gradually  become 
aware  that  the  loss  is  pemrianent.  The  third  phase,  disorganization  and  despair, 
follows  and  is  exempified  by  a  termination  of  the  searching  accompanied  by 
depression.  The  bereaved  recognize  that  old  patterns  of  behavior  are  fruitless 
and  must  be  relinquished.  Bowlby  (1980)  noted  that  despair  was  inevitable  as 
they  face  the  reality  of  the  death.  Despair  also  may  lead  to  apathy  as  the 
bereaved  struggles  to  reorient  to  a  new  world.  However,  this  phase  is  often 
alternated  with  the  fourth  and  final  phase  in  which  the  bereaved  recognizes  the 
new  situation  and  begins  to  look  for  ways  to  adapt  to  a  new  life. 


Phase  four  is  reorganization,  a  breakdown  of  attachments  to  the  lost 
loved  one  and  establishment  of  new  (emotional)  ties.  Reorganization  entails 
redefinition  of  self  as  well  as  gaining  new  perspectives.  Redefinition  is  a 
painful  yet  crucial  process.  Parkes  (1987)  contended  that  redefinition  is  not 
simply  a  release  of  affect.  Rather,  it  is  a  cognitive  act  which  is  mandatory  for 
positive  bereavement  outcome,  although  pemneated  with  strong  emotions. 
During  this  period  the  bereaved  recognize  that  new  roles  must  be  assumed  and 
new  skills  acquired.  Independence  follows  but  is  often  accompanied  by 
loneliness  and  tension.  Most  widowed  report  a  strong  sense  of  loneliness 
during  this  period,  despite  contact  with  family,  friends  and  community  (Clayton, 
Desmarais,  &  Winokur,  1968;  Marris,  1958;  Parkes,  1987).  Although  these 
phases  are  not  clearly  delineated,  each  must  be  fulfilled  for  positive 
bereavement  outcome.  Strong  emotions  must  be  borne,  and  redefinition  of  the 
self  must  take  place  (Bowlby,  1980). 

Disequilibrium  during  the  phases  is  common  and  expected.  Information 
that  is  unwanted  and  ovenwhelming,  yet  necessary,  may  be  thrust  on  the 
individual.  "Defensive  exclusion"  is  the  term  Bowlby  (1980)  used  to  describe 
the  cognitive  process  in  which  the  bereaved  attempts  to  shut  out  information 
which  threatens  goal-directed  behavior  and  has,  in  the  past,  caused  suffering. 
The  primary  goal  for  the  bereaved  spouse  is  reattachment  to  the  deceased; 
thus,  interruption  of  that  goal  with  information  concerning  the  death  produces 
severe  pain  and  suffering.  Therefore,  it  is  not  the  mechanism  of  exclusion  that 
is  important  but  rather  the  nature  of  information.  During  the  numbness  and 
searching  phases  of  bereavement,  the  bereaved  invokes  an  adaptive 


mechanism  intemiittently  to  avoid  or  minimize  pain  while  continuing  the  search 
for  the  loved  one.  Bowlby  (1980)  identified  this  process  as  normal  and 
necessary.  Over  time,  more  information  concerning  the  reality  of  the  death  Is 
admitted.  It  is  only  through  the  continued  processing  of  information  and 
concommitant  feelings  that  the  bereaved  accomplish  positive  bereavement 
outcome. 

Relatedly,  Bowlby  (1973)  associated  pathological  mouming  to  a  person's 
childhood  experiences  and  pattem  of  parental  attachment.  He  described  three 
types  of  disordered  attachment  present  in  adulthood:  (a)  anxious,  (b) 
compulsive  self-reliant,  and  (c)  compulsive  caregiver.  Anxious  attachment  was 
thought  to  be  indicative  of  insecure  attachments  to  parents  in  childhood,  thus 
creating  dependency.  Following  the  death  of  a  spouse,  these  people  would  be 
expected  to  exhibit  chronic  grief.  Compulsive  self-reliant  individuals  were  those 
who  had  refused  care  in  childhood,  attempting  to  do  everything  for  themselves. 
These  individuals,  when  bereaved,  could  be  expected  to  deny  the  loss  and 
delay  the  onset  of  grief.  Bowlby  was  less  clear  regarding  the  relationship 
between  compulsive  caregiving  and  pathological  grief  but  suggested  that  such 
people  also  may  be  at  risk  for  chronic  grief  (Bowlby,  1980). 

Grief  Theory 

Worden  (1991)  used  Bowlby's  attachment  theory  and  the  related 
concepts  of  Freud  (1914)  and  Lindemann  (1944)  to  develop  a  task  model  of 
grief  theory.  The  first  task  (Task  I)  is  accepting  the  reality  of  the  loss.  Reunion  is 
impossible,  and  the  bereaved  must  accept  the  full  meaning  of  the  loss.  The 
bereaved  also  must  separate  from  the  deceased  by  acknowledging  the 
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significance  of  the  relationship  in  all  areas.  To  do  otherwise  would  be  to  deny 
the  role  of  the  deceased  in  the  bereaved  persons  life.  Sometimes  the  bereaved 
may  denigrate  the  relationship  with  the  deceased  by  stating,  "She/he  wasn't  a 
good  spouse  anyway."  Vacillation  between  belief  and  disbelief  are  common 
while  the  bereaved  accomplish  Task  I.  However,  rituals  such  as  funerals  help 
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many  bereaved  move  toward  acceptance. 

Worden  (1991)  defined  Task  II  as  experiencing  the  pain  of  grief 
believing,  as  Bowlby  did,  that  it  is  necessary  to  endure  strong  emotions. 
Experiencing  the  pain  of  grief  also  is  in  line  with  Freud's  "grief  work"  in  that 
Freud  described  mouming  as  "having  the  same  painful  frame  of  mind"  as 
depression  (1914,  p.  244).  As  Worden  noted,  some  bereaved  choose  to  deny 
the  pain  of  grief  through  excessive  work,  drinking,  or  other  inappropriate 
behaviors  which  result  in  temporary  postponement  of  pain.  However, 
postponement  often  is  followed  by  depression  or  other  physical  or 
psychological  problems  indicative  of  pathological  or  complicated  grief  (Worden, 
1991). 

Task  III  is  to  adjust  to  an  environment  in  which  the  deceased  is  missing 
(Lindemann,  1944).  The  realization  that  the  spouse  is  no  longer  available  may 
begin  to  emerge  after  several  months.  Widows  or  widowers  must  then  adjust  to 
living  alone,  possibly  raising  children  alone,  and  managing  other  routine 
chores.  The  types  of  roles  held  by  the  deceased  influences  the  significance  of 
the  loss.  For  example,  if  a  spouse  was  also  the  babysitter,  financial  manager,  or 
confidant,  the  bereaved  must  become  aware  of  these  roles  and  attempt  to  fill 
them  by  developing  new  skills  or  seeking  the  assistance  of  others.  Moreover,  if 
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the  bereaved  "defined  their  identity  through  their  spouse,"  bereavement  means 
the  loss  of  sense  of  self.  Failure  to  move  through  Task  III  may  be  evident  if  the 
bereaved  retains  a  sense  of  helplessness,  refuses  to  attain  necessary  skills,  or 
withdraws  from  the  world  (Worden,  1991). 

Worden  (1991)  identified  Task  IV  as  formation  of  new  relationships. 
Freud  (1914)  referred  to  this  work  as  detaching  "the  hopes  and  memories  of  the 
bereaved  from  the  dead"  (p.  65).  Task  IV  involves  the  withdrawal  of  emotional 
energy  from  the  deceased  and  reinvestment  in  other  relationships  (Worden, 
1982).  However,  in  more  recent  writing,  Worden  (1991)  rephrased  this  task  to 
read  "emotionally  relocate  the  deceased  and  move  on  with  life"  (p.16).  This 
new  wording  supports  current  thinking  that  grief  is  not  over,  and,  therefore,  the 
relationship  is  not  severed;  adjustment  is  made  to  the  loss  while  the  bereaved 
finds  a  suitable  place  in  their  psychological  life  for  the  spouse  (Shuchter  & 
Zisook,  1986).  Worden  cautioned  that  it  is  difficult  to  define  the  end  of  Task  IV 
but  noted  that  not  loving  may  be  an  apt  description.  Worden  (1991)  asserted 
that  counselors  can  help  the  bereaved  find  an  appropriate  place  for  the 
deceased  in  their  lives  while  reinvesting  emotional  energy  in  other 
relationships. 

Accomplishment  of  the  four  tasks  is  accompanied  by  a  variety  of  physical, 
psychological,  and  social  responses.  Freud  (1914)  offered  four  "grave 
departures  from  the  normal  attitude  to  life"  (p.  243).  They  are  the  major 
characteristics  normally  associated  with  grief  and  include  profound  and  painful 
dejection,  cessation  of  interest  in  the  outside  world,  loss  of  capacity  to  love,  and 
withdrawal  of  any  activity  not  connected  with  thoughts  of  the  deceased. 
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Lindemann  (1944)  explained  Freud's  chracteristics  with  tine  identification  of  five 
areas  of  symptomatology  associated  with  mourning:  (a)  somatic  distress,  (b) 
preoccupation  with  the  image  of  the  deceased,  (c)  guilt,  (d)  hostile  reactions, 
and  (e)  loss  of  patterns  of  conduct.  A  sixth  characteristic,  observed  in  those 
bereaved  who  appear  to  have  complicated  bereavement,  is  the  appearance  of 
traits  of  the  deceased  in  the  behavior  of  the  bereaved,  most  notably  symptoms 
which  were  evident  in  the  last  illness  of  the  deceased  (Rando,  1984;  Worden, 
1991). 

Physical  responses  to  bereavement,  as  identified  by  Lindemann  (1944), 
include  but  are  not  limited  to  tightness  in  the  throat  and  chest,  dry  mouth,  a 
sense  of  depersonalization,  shortness  of  breath,  and  lack  of  energy.  One  or 
more  of  these  symptoms  often  prompt  the  bereaved  to  visit  their  physician  with 
the  belief  that  they  are  suffering  serious  illness. 

Cognitive  reactions  to  bereavement  include  disbelief,  confusion, 
preoccupation  with  the  deceased,  a  sense  of  presence  of  the  deceased,  and 
hallucinations.  Intensity  of  these  patterns  varies  from  person  to  person,  but 
connections  between  thought  patterns  and  affective  responses,  such  as 
extreme  sadness  or  anxiety  leading  to  depression,  have  been  identified  (Beck 
et  a!.,  1979). 

Behavioral  changes  frequently  found  in  bereaved  spouses  are  sleep  and 
appetite  disturbances,  social  withdrawal,  sighing,  restlessness,  crying,  and 
avoidance  of  reminders  of  the  deceased.  Thus,  there  are  a  wide  variety  of 
characteristics  in  "normal  bereavement." 
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Grief  Models 

Although  grief  is  a  "normal"  process  (Freud,  1914;  Lindemann,  1944; 
Parkas,  1987;  Weiss,  1988),  it  is  a  difficult  time  when  the  bereaved  need 
support.  Freud  (1914),  in  his  landmark  work  Mourning  and  Melancholia, 
compared  depression  and  grief.  He  contended  that  the  two  were  distinctly 
different,  owing  to  the  absence  of  feelings  of  worthlessness  in  the  bereaved. 
However,  he  described  grief  as  having  the  same  "painful  frame  of  mind"  (Freud, 
1914,  p.  244).  Freud  also  noted  the  corresponding  loss  of  interest  in  the  outside 
world  (e.g.,  tuming  away  from  activity  that  does  not  involve  the  deceased).  In 
mouming,  he  argued,  it  is  the  world  which  becomes  empty  to  the  bereaved, 
unlike  those  who  suffer  depression  in  which  the  ego  itself  is  poor  and  barren. 
Moreover,  Freud  wrote  that  the  process  of  mouming  is  lengthy  and  gradual  and 
that  medication  and  psychiatric  intervention  in  the  fomri  of  personality 
restructuring  were  not  necessary  in  normal  mourning.  Thus,  Freud's  description 
of  the  experience  of  grief  was  one  of  detachment  from  the  outside  world  and 
pain  which  would  reduce  over  time. 

Lindemann  (1944),  in  his  study  of  survivors  of  the  Cocoanut  Grove  fire, 
corroborated  Freud's  view.  Lindemann  studied  101  patients  who  either  had  (a) 
lost  relatives  in  the  fire,  (b)  been  patients  in  a  psychiatric  facility  who  had  lost 
relatives  while  being  treated,  or  (c)  been  relatives  of  members  of  the  Armed 
Forces.  Somatic  complaints  were  scrutinized  and  changes  in  mental  status 
were  noted.  Pathological  reactions  were  identified  and  compared  with  normal 
grief  reactions.  He  identified  four  key  points  regarding  grief  reactions:  (a)  acute 
grief  is  accompanied  by  physical  and  psychological  symptoms;  (b)  the  grief 


response  may  appear  immediately  after  tlie  crisis  (deatli)  or  be  delayed;  (c) 
symptom  distortion  may  occur;  and  (d)  psychological  distortions  can  be 
successfully  transformed  into  a  normal  grief  reaction  with  resolution. 

Lindemann,  in  agreement  with  Freud,  noted  the  differences  in  persons 
with  normal  bereavement  responses  versus  those  with  psychiatric  symptoms. 
He  identified  five  points  of  normal  grief:  (a)  somatic  distress,  (b)  preoccupation 
with  the  image  of  the  deceased,  (c)  guilt,  (d)  hostile  reactions,  and  (e)  loss  of 
patterns  of  conduct.  Pathological  grief  reactions  include  delayed  grief  and 
distorted  reactions.  Distorted  reactions  include  (a)  overactivity  without  a  sense 
of  loss,  (b)  acquisition  of  symptoms  of  the  illness  of  the  deceased,  (c)  particular 
medical  diseases  such  as  rheumatoid  arthritis  and  ulcerative  colitis,  (d)  change 
in  relationships  with  friends  and  relatives,  (e)  heightened  hostility  against 
specific  persons,  (f)  attempts  to  hide  hostility  resulting  in  affect  and  behavior 
which  resembles  schizophrenia,  (g)  behavior  which  is  detrimental  to  the 
individual  such  as  overspending  or  excessive  drinking,  and  (h)  depression. 
Lindemann  also  stressed  the  importance  of  experiencing  the  pain  of  grief  in 
order  to  resolve  the  loss.  He  concluded  that  the  success  with  which  a  person 
completes  grief  work  detennines  duration  of  grief.  If  the  bereaved  can  be  given 
the  nurturance,  comfort,  and  guidance  they  need  (e.g.,  from  counselors),  they 
are  better  able  to  move  on  and  gain  renewal  more  readily  (Raphael,  1984). 

Parkes  (1988)  also  examined  grief  "recovery."  He  defined  loss  as  an 
event  that  produced  persistent  (or  constant)  inaccessibility  to  an  emotionally 
important  figure.  However,  he  differentiated  among  the  variety  of  relationships 
between  the  bereaved  and  their  important  persons  and  the  resultant  differences 
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in  grief  process.  For  example,  the  experience  of  grief  in  the  loss  of  a  spouse, 
which  produces  significant  pain  but  little  disorientation,  is  quite  different  from  the 
grief  of  parents  of  murdered  children  who  experience  heightened  rage. 

Parkes  (1987)  also  questioned  what  it  meant  to  "recover"  from  loss.  He 
posited  that  although  severe  grief  could  be  expected  to  produce  character 
change,  the  term  "recovery"  should  be  reserved  for  events  which  signify  illness. 
Bereavement,  in  Parkes'  view,  is  a  normal  process,  and,  therefore,  he 
suggested  adopting  new  terminology.  Words  such  as  "adaptation"  and 
"accommodation"  were  recommended  (Parkes,  1987). 

Others  also  have  commented  upon  the  disease  concept  of  grieving 
(Averill  &  Nunley,  1988;  Engel,  1961).  Engel  (1961)  held  that  since 
uncomplicated  grief  follows  a  consistent  course  in  which  distinct  symptoms 
could  be  identified,  it  should  be  treated  as  disease.  He  asserted  that  grief 
involves  suffering,  an  impairment  in  functioning,  and  identification  of  an 
etiological  factor  and,  thus,  fulfills  all  the  criteria  of  a  discrete  syndrome. 
Therefore,  grief  could  be  considered  a  disease  state  and  so  becomes  legitimate 
subject  matter  for  scientific  study. 

Engel  also  noted  that  grief  often  precedes  more  severe  disease  entities; 
environmental  factors  often  determine  bereavement  severity;  and  object 
replacement  has  not  been  given  due  consideration  in  the  study  of  the  grief 
process.  He,  therefore,  suggested  an  expanded  biopsychosocial  model  of  grief. 
He  also  held  that  unless  grief  is  termed  illness,  consequences  will  not  be 
studied  to  the  fullest  extent  necessary  to  provide  treatment  (Engel,  1961). 
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In  a  more  recent  discourse,  Averill  and  Nunley  (1988)  wrote  about  grief 
as  an  emotion  versus  grief  as  a  disease  from  a  social-constructionist 
perspective.  Grief  as  an  emotion  is  a  complex  set  of  responses  related  to 
systems  of  behavior  and  to  biological,  social,  and  psychological  systems.  Grief 
may  be  a  "role"  in  that  there  are  certain  privileges,  restrictions,  and  obligations 
that  generally  apply.  Grief  as  a  disease  is  plausible  in  that  it  is  not  universally 
treated  within  an  emotional  framework,  and  thus  it  is  compatible  with 
contemporary  medical  models  of  disease. 

Like  Engel  (1961),  Averill  and  Nunley  (1988)  cited  criteria  for  definition  of 
a  syndrome  as  having  been  met  by  bereaved  persons.  However,  they  argued 
cogently  that  assigning  grief  to  the  medical  model  may  provoke  negative 
consequences  such  as  increased  reliance  on  medication,  which  may  actually 
impede  the  grieving  process.  They  also  held  that  the  treatment  of  grief  as  an 
either/or  phenomenon  of  emotion  versus  disease  is  simplistic.  By  analogy  they 
noted  that  there  are  many  conditions  such  as  pregnancy,  which  are  treated 
within  the  medical  model,  but  not  conceptualized  as  diseases.  Thus,  the 
medical  model  may  be  too  narrow  for  grief  in  that  social,  psychological,  and 
emotional  concerns  as  well  as  the  physical  concerns  of  the  bereaved  need 
attention.  Holistic  approaches  to  grief  thus  may  offer  the  most  benefit  to  the 
bereaved  (Averill  &  Nunley,  1988). 

Other  researchers  (Wortman  &  Silver,  1989)  have  recently  challenged 
the  assumption  that  it  is  necessary  to  "wori<  through"  grief  in  order  to  achieve 
successful  outcome.  They  contend  that  intense  distress  is  viewed  as  normal, 
thus  leading  to  the  conclusion  that  anyone  who  does  not  fit  this  narrow  view  is 
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perceived  as  problematic.  Furthermore,  they  posit  that  those  who  hold  narrow 
views  may  offer  inappropriate  assistance  to  the  bereaved.  They  have  identified 
five  assumptions  which  they  then  dispute.  The  five  assumptions  are  as  follows: 
(a)  distress  or  depression  is  inevitable;  (b)  distress  is  necessary,  and  failure  to 
experience  distress  is  indicative  of  pathology;  (c)  it  is  important  to  "work 
through"  the  loss;  (d)  the  bereaved  is  expected  to  achieve  recovery  and  retum 
to  nomial  role  functioning  after  a  brief  period  of  time;  and  (e)  the  bereaved  will 
reach  a  state  of  resolution  regarding  the  loss.  Through  these  assumptions  it  is 
maintained  by  theorists  that  the  bereaved  should  go  through  the  grief  process 
beginning  with  a  phase  of  intense  distress,  followed  by  ultimate  recovery  over 
time. 

In  contrast,  Wortman  and  Silver  (1989)  proposed  that  there  are  three 
common  pattems  of  adaptation  to  loss.  They  believe  that  individuals  will  follow 
one  of  these  three  paths:  (a)  the  expected  pattem  as  noted,  (b)  show  no  acute 
distress,  or  (c)  continue  in  a  state  of  high  distress  for  long  periods.  They  noted 
the  paucity  of  research  that  has  examined  the  range  of  emotions  within  the 
bereaved  over  time.  Moreover,  they  pointed  to  an  extreme  variability  in 
response  to  loss  exhibited  by  the  bereaved  and  question  why  the  above 
assumptions  continue  to  exist  in  light  of  this  variability.  They  concluded  by 
stating  that  interpretation  of  data  may  be  unduly  influenced  by  expectations  of 
researchers  based  on  these  erroneous  assumptions. 

Bereavement  and  Demographics 

Relationship  to  the  deceased  has  been  identified  as  an  important 
variable  in  understanding  bereavement.  More  specifically,  spousal  death  has 
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been  shown  to  be  the  most  severe  stressor  (Holmes  &  Rahe,  1967).  Increased 
stress  in  spousal  bereavement  has  been  linked  to  a  spectrum  of  consequences 
such  as  physical  illness  in  the  form  of  heart  disease  (Parkes,  Benjamin,  & 
Fitzgerald,  1969),  psychological  problems  such  as  depression  (Bornstein, 
Clayton,  Halikas,  Maurice,  &  Robins,  1973),  other  mental  illness  (Parkes,  1964), 
and  mortality  (Young,  Benjamin,  &  Wallis,  1963). 

Parkes  and  Brown  (1972)  conducted  a  study  of  68  widows  and  widowers 
under  age  45  who  were  matched  to  a  married  control  group  for  age,  religion, 
number  of  children  at  home,  and  several  other  demographic  characteristics. 
Respondents  were  interviewed  in  their  homes  three  times  during  the  year 
following  the  death  of  a  spouse  and  at  the  end  of  that  year.  Psychological  and 
physical  outcomes  were  examined.  Results  confirmed  general  findings  that 
spousal  bereavement  contributes  to  ill  health.  The  bereaved  had  spent  more 
days  sick  in  bed  and  had  more  hospital  admissions  than  the  nonbereaved. 
They  also  increased  consumption  of  cigarettes  and  alcohol,  sought  help  more 
often  for  emotional  problems,  and  showed  more  evidence  of  depression, 
restlessness,  and  difficulty  making  decisions. 

Comparisons  also  have  been  made  recently  between  widowed  and 
divorced  persons.  Kitson  and  Zyzanski  (1987)  inten/iewed  376  widowed  or 
divorced  women  who  had  been  matched  by  race,  age,  and  income.  The 
widowed  women  were  shown  to  have  greater  levels  of  grief  response, 
psychological  distress,  and  depression  than  the  divorced  women.  For  example, 
high  grief  scores  were  reported  by  62.5%  of  the  widows  as  compared  with 
17.1%  of  the  divorcees.  Those  with  higher  grief  scores  also  sought  help  earlier. 


However,  the  researchers  noted  that  various  concommitant  factors  mitigated  the 
responses  for  both  groups  such  as  forewarning  of  death  or  other  negative  life 
events. 

Gove  and  Shin  (1989)  focused  on  the  psychological  well-being  of  the 
widowed  and  divorced.  They  analyzed  data  from  a  stratified  sample  of  149 
divorced  females,  149  widowed  females,  151  divorced  males,  and  152 
widowed  males.  None  of  the  respondents  were  remarried.  Results  reflected 
lower  levels  of  psychological  well-being  for  widowed  males  than  divorced 
males  and  widowed  females  on  all  indicators.  Moreover,  on  measures  of 
psychological  distress,  adjusted  mean  scores  were  significantly  higher  for 
widowed  males  and  females  when  compared  to  never  married  and  married 
males  and  females  (p  <  .001).  Thus,  there  is  support  for  the  deleterious  effects 
of  spousal  bereavement. 

Age  as  a  factor  in  bereavement  outcome  has  been  examined  by  several 
researchers  (Burgess,  1985;  Lundin,  1984;  Zisook,  Shuchter,  &  Lyons,  1987). 
In  general,  younger  widowed  persons  have  been  shown  to  be  more  at  risk  for 
complicated  bereavement  and  poorer  bereavement  outcome.  Burgess  (1985) 
examined  a  sample  of  30  divorced  and  widowed  men  ranging  in  age  from  32  to 
76,  with  a  mean  of  43  for  divorced  men  and  56  for  widowers.  She  noted  that 
younger  men  reported  more  psychological  pain  and  decreased  coping  skills 
following  the  death  of  spouses.  Many  used  an  intense  work  focus  and/or 
increased  alcohol  consumption  to  cope  with  their  feelings  of  loss.  Younger 
widowers  also  were  more  inclined  to  join  support  groups,  an  indication  of  their 
perceived  need  for  help  from  outside  sources. 
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In  a  study  of  300  widows  and  widowers  by  Zisook,  Shuchter,  and  Lyons 
(1987)  which  examined  predictors  of  psychological  reactions  during  the  early 
stages  of  widowhood,  younger  widows  were  shown  to  be  more  at  risk  for  poorer 
outcomes  than  older  widows  and  all  widowers,  especially  those  who  were  also 
in  lower-income  groups.  Psychological  well-being  and  general  adjustment  also 
were  found  to  be  lower  among  the  younger  widowed,  consistent  with  previous 
findings  (Parkes,  1987).  Higher  scores  on  the  Hopkins  Symptom  Checklist 
measuring  anxiety  (p  <  .01),  somatization  (p  <  .05),  and  depression  (p  <  .01) 
indicated  significantly  lower  levels  of  psychological  adjustment  for  younger 
widows. 

In  attempting  to  substantiate  the  belief  that  younger  widowed  persons 
were  more  at  risk  for  developing  complications  during  bereavement,  Beckwith, 
Beckwith,  Gray,  Micsko,  Holm,  Plummer,  and  Flaa  (1990)  examined  73  spouses 
of  deceased  hospice  patients.  Results  indicated  that  younger  spouses  (both 
male  and  female)  reported  more  intense  grief  reactions,  poorer  well-being,  and 
poorer  adjustment.  Thus,  consistency  is  evident  in  studies  supporting  the 
concern  for  the  younger  bereaved. 

Gender  is  also  an  important  variable  for  bereaved  spouses.  Mortality  as 
a  result  of  bereavement  has  been  found  to  be  a  significant  risk  for  widowers. 
Initial  studies  were  conducted  by  Young,  Benjamin,  and  Wallis  (1963)  and 
supplemented  by  Parkes,  Benjamin,  and  Fitzgerald  (1969)  on  a  sample  of 
4,486  widowers  who  were  matched  to  married  men  of  the  same  age.  They 
concluded  that  mortality  increased  among  widowers  compared  to  married  men, 
especially  during  the  first  six  months  of  bereavement.  Their  results  showed  that 
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the  mortality  rate  was  40%  higher  for  widowers  when  compared  to  married  men 
of  the  same  age  group.  Moreover,  support  for  these  studies  was  found  in  the 
work  of  Helsing  and  Szklo  (1981)  in  their  study  of  1,204  widowers  and  2,828 
widows  who  were  matched  with  married  persons  for  age,  race,  and  geographic 
location.  Higher  rates  of  mortality  were  found  for  all  ages  of  widowers 
compared  to  married  men,  with  those  under  55  suffering  even  greater  risk. 
Thus,  when  viewing  mortality  following  bereavement,  it  is  evident  that  men 
suffer  the  effects  of  spousal  death  to  a  greater  degree  when  compared  to 
women. 

Another  effect  of  bereavement  related  to  gender  is  morbidity.  Health- 
related  consequences  of  partner  loss  have  been  investigated  in  a  variety  of 
areas  including  psychological  distress  (i.e.,  lack  of  well-being  or  depression), 
physical  illness,  and  mental  illness  as  defined  by  admission  to  an  in-patient 
psychiatric  facility. 

Radloff  (1975)  conducted  a  sun/ey  of  2,500  persons  that  included 
married  and  widowed  men  and  women.  She  reported  a  higher  rate  of 
depression  for  widowers  than  widows.  In  contrast,  in  a  longitudial  study,  Carey 
(1979)  reported  on  78  widows  and  41  widowers  who  were  interviewed  during 
the  second  year  of  bereavement.  Carey  concluded  that  adjustment  was  more 
difficult  for  widows  than  for  widowers  and  that  widows  were  more  depressed. 
However,  a  flaw  that  is  evident  in  this  study,  as  with  many  longitudinal  studies  of 
bereavement,  is  the  absence  of  control  groups.  Thus,  in  Carey's  study,  one 
cannot  be  sure  that  the  poorer  adjustment  of  widows  than  the  widowers  is  not 


simply  a  reflection  of  general  sex  difference  in  depression  (Stroebe  &  Stroebe, 
1983). 

Comparison  groups  also  were  used  in  the  Harvard  Bereavement  Study 
(Parkes  &  Brown,  1972).  The  investigation  included  49  widows  and  19 
widowers  matched  to  married  controls.  Results  indicated  widows  exhibited 
more  distress  than  widowers  in  the  first  year  of  bereavement.  Moreover,  one 
year  after  the  death  of  the  spouse,  social  and  psychological  adjustment 
remained  poorer  for  widows.  However,  a  pertinent  fact  noted  by  Parkes  and 
Brown  (1972)  was  that  the  widowers  were  significantly  more  depressed  than 
married  men.  Although  more  recent  studies  (e.g.,  Arens,  1983;  Feinson,  1986; 
Lubben,  1989;  Zisook  et  al.,  1987)  have  challenged  the  findings  of  Parkes  and 
Brown  (1972),  those  studies  have  examined  psychological  distress  in  the  form 
of  lack  of  well-being  in  the  elderly  as  opposed  to  younger  bereaved.  Thus, 
there  is  general  acceptance  that,  although  the  bereaved  show  an  increase  in 
depression  and  distress  over  married  persons,  widows  have  a  greater 
incidence  of  psychological  distress  than  widowers. 

Psychological  distress  may  be  accompanied  by  physical  illness  in  the 
bereaved.  The  widowed  consult  physicians  more  often  (Parkes,  1987)  and 
have  higher  symptom  and  illness  rates  than  "normals"  (i.e.,  nonbereaved 
persons)  (Stroebe  &  Stroebe,  1983).  Support  for  the  assumption  that  the 
bereaved  suffer  health  consequences  is  found  in  Parkes  and  Brown's  Harvard 
Bereavement  Study  (1972).  Widowers  scored  significantly  higher  than 
matched,  nonbereaved  controls  on  acute  symptoms,  whereas  widows'  scores. 


athough  higher  than  widowers'  scores,  were  not  significantly  different  than 
matched,  married  controls. 

Other  researchers  have  concurred  with  the  Harvard  Study  findings. 
Maddison  and  Viola  (1968)  studied  375  widows  during  the  13  months  following 
the  death  of  their  spouses.  Twenty-eight  percent  reported  marked  health 
deterioration  when  compared  with  4.5%  of  matched  married  controls.  Gerber, 
Weiner,  and  Battin  (1975)  also  found  deterioration  in  physical  health  when 
examining  a  sample  of  81  bereaved  widowed  persons  six  months  after  the  loss. 
In  this  study,  widowers  were  more  severely  affected  only  when  the  death 
followed  a  lengthy  illness.  Thus,  although  there  are  significant  differences  in 
the  health  responses  of  bereaved  persons  when  compared  to  married  persons, 
consideration  must  be  given  to  gender  as  a  significant  variable. 

In  contrast,  a  longitudinal  study  by  Clayton  (1974)  included  109  widowed 
persons  and  examined  physical  health.  No  differences  between  the  control 
group  (nonbereaved)  and  the  bereaved  were  found  on  the  number  of  visits  to 
physicians,  hospitalizations,  and  use  of  medication.  Stroebe  and  Stroebe 
(1983)  suggested  that  the  reason  Clayton  may  not  have  found  significant 
differences  in  her  study  was  due  to  idiosyncrasies  in  the  small  sample  size. 
Another  investigation  that  failed  to  find  differences  in  general  health 
deterioration  after  bereavement  was  conducted  by  Heyman  and  Gianturco 
(1973).  They  reported  no  differences  in  their  study  of  41  subjects.  However, 
subjects  were  elderly,  and  the  authors  hypothesized  that  they  were  more 
psychologically  prepared  to  adapt  to  spousal  death.  Thus,  although  there  is 
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conflicting  evidence  for  physical  consequences  of  bereavennent,  a  possible 
explanation  may  lie  with  study  designs  (Stroebe  &  Stroebe,  1983). 

An  area  in  which  there  is  agreement  regarding  effects  of  bereavement  is 
in  resultant  mental  illness,  i.e.,  psychiatric  disorders  requiring  admission  to  an 
in-patient  facility  (Stroebe  &  Stroebe,  1983).  Gove  (1972)  analyzed  17  studies 
of  the  relationships  among  gender,  marital  status,  and  mental  illness  since 
1942.  They  concluded  that  there  are  higher  rates  of  mental  illness  in  the 
widowed,  both  male  and  female,  than  in  married  counterparts.  Additionally,  in 
the  majority  of  studies,  widowed  men  had  higher  rates  of  mental  illness  than 
widowed  women. 

In  contrast,  some  longitudinal  studies  (e.g.,  Dohrenwend  &  Dohrenwend, 
1974;  Wretmark,  1959)  indicated  that  women  have  higher  rates  of  mental  illness 
following  bereavement.  However,  these  studies  did  not  incorporate  control 
groups.  Parkes  (1964)  did  use  control  groups  and  attested  to  a  higher 
incidence  of  mental  illness  in  widows  compared  to  widowers.  However,  as 
noted  by  Stroebe  and  Stroebe  (1983),  the  conclusions  regarding  gender 
differences  that  Parkes  (1964)  drew  from  the  original  study  are  inconsistent  with 
those  of  the  more  recent  Harvard  Bereavement  study  (Parkes,  1987)  in  which  a 
more  appropriate  (i.e.,  better  matched)  control  group  was  used.  Therefore, 
compared  with  same-sex  married  controls,  spousal  bereavement  is  related  to 
higher  rates  of  mental  illness  among  widowers  than  among  widows.  Again,  it  is 
evident  that  no  conclusions  can  be  drawn  about  the  effect  of  bereavement  on 
physical  health  without  examining  gender  differences  and  study  design. 
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Another  variable  affecting  bereavement  response  is  length  of  time  since 
the  death  of  a  spouse.  The  first  year  of  bereavement  has  been  identified  as  the 
most  stressful  time  period,  one  in  which  there  is  increased  risk  of  physical  and 
psychological  problems  (Parkes  &  Brown,  1972;  Rando,  1984;  Sanders,  1989; 
Worden,  1991).  However,  the  expected  time  needed  to  move  from  "shock"  to 
acute  mourning  to  resolution  varies  greatly  (Zisook  &  Shuchter,  1985,  1986). 
Lindemann  (1944)  wrote  that  resolution  should  occur  a  few  weeks  after  the  ' 
bereaved  begins  "grief  work."  However,  Parkes  (1987)  suggested  that  chronic 
grief  is  more  prevalent  and,  thus,  should  be  viewed  as  the  rule  rather  than  the 
exception. 

Zisook  and  Shuchter  (1985,  1986),  in  a  survey  of  300  bereaved  spouses 
with  a  mean  age  of  53,  confirmed  previous  reports  that  grief  does  not  end  in  a 
proscribed  period  of  time  but  rather  has  a  variable  course  with  many 
interrelated  but  discreet  dimensions.  During  the  first  year  of  bereavement,  they 
found  intense  feelings  of  anger,  depression,  and  loneliness.  However,  these 
conditions  diminished  in  most  bereaved  over  the  following  four-year  period 
(Zisook  &  Shuchter,  1985).  Thus,  the  first  year  of  bereavement  has  been  shown 
to  be  one  of  intense  stress  for  the  conjugally  bereaved.  However,  among 
researchers  there  remain  both  gaps  in  information  and  conflict  regarding 
"normal"  grief  responses  within  the  first  year  of  bereavement. 

Treatment  Models 

The  goal  in  grief  counseling  as  described  by  Worden  (1991)  "is  to 
facilitate  the  tasks  of  mourning  in  the  recently  bereaved  in  order  that  the 
bereavement  process  will  come  to  successful  termination"  (p.  79).  Worden 
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(1991)  differentiated  grief  counseling  from  grief  therapy.  Grief  therapy  is 

explained  as  identification  and  resolution  of  conflicts  of  separation  which 

preclude  the  completion  of  mourning  tasks  in  people  whose  grief  is  delayed, 

prolonged  or  excessive  (Worden,  1991).  Worden  (1991)  suggested  that  grief 

therapy  is  most  appropriate  when  grief  reaction  is  manifested  through 

prolonged  grief,  masked  somatic  or  behavioral  symptoms,  and  exaggerated 

grief  response.  Avoidance  mechanisms  frequently  prevent  the  bereaved  from 

experiencing  many  painful  but  necessary  experiences  (i.e.,  goals  of  task 

completion  are  not  accomplished). 

Raphael,  Middleton,  Martinek,  and  Misso  (1993)  identified  several  issues 

in  counseling  the  bereaved:  (a)  establishing  a  relationship  with  the  bereaved, 

(b)  exploring  the  loss,  (c)  reviewing  the  lost  relationship,  (d)  exploring  the 

background  issues,  (e)  providing  support,  and  (f)  achieving  goals.  Counselors 

should  follow  theoretical  guidelines  but  also  have  accepted  procedures  to 

assist  them  with  grief  facilitation  (Worden,  1991).  Common  procedures  used  in 

grief  counseling  and  therapy  include  contract  setting,  revival  of  memories  of  the 

deceased,  helping  clients  face  denial,  exploration  of  linking  objects,  defusing 

linking  objects,  and  using  rituals  to  help  the  bereaved  say  "goodbye."  Worden 

(1991)  noted  that 

grief  therapy  works.  Unlike  some  other  psychotherapies,  in  which 
one  may  not  be  certain  about  the  effectiveness  and  efficacy  of  the 
treatment,  grief  therapy  can  be  very  effective.  The  subjective 
experiences  and  observable  behavioral  changes  lend  credence  to 
the  value  of  such  targeted  intervention,  (pp.  90-91) 
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Thus,  Worden  has  offered  a  task  model  which  incorporates  affective,  cognitive, 
and  behavioral  elements,  yet  remains  focused  on  the  need  to  separate  from  the 
deceased  and  fonn  new  relationships. 

Raphael  (1977)  tested  the  efficacy  of  therapeutic  intervention  in  widows 
whose  mourning  was  predicted  to  progress  poorly.  One  hundred  ninety-four 
volunteer  subjects  (mean  age  46)  who  had  been  widowed  within  seven  weeks 
were  interviewed  by  a  social  worker.  The  principal  criterion  for  predicting 
unfavorable  mourning  was  the  frequent  reporting  of  unhelpful  interventions  by 
relatives  and  others  as  well  as  unmet  needs.  On  the  basis  of  infonnation 
obtained,  widows  were  allocated  to  one  of  three  groups.  Group  A  was 
comprised  of  widows  whose  outcome  was  predicted  as  good.  Group  B  was 
comprised  of  widows  whose  outcome  was  predicted  as  bad  and  would  receive 
counseling.  Group  C  was  comprised  of  widows  whose  outcome  was  predicted 
as  bad  and  who  would  not  receive  counseling.  Thirteen  months  after  the  death, 
all  widows  completed  a  health  questionnaire.  Results  indicated  that  widows 
from  Group  B  (counseling)  showed  a  lower  incidence  of  depression,  anxiety, 
excessive  alcohol  intake,  and  specific  psychosomatic  symptoms  than  those  in 
the  noncounseled  Group  C.  Methods  of  counseling  offered  included  visits  by 
the  researcher  (a  psychotherapist)  to  the  widow's  home.  The  session  goal  was 
to  facilitate  the  expression  of  active  grieving  in  the  form  of  sadness,  yearning, 
anger,  anxiety,  and  guilt.  Thus,  the  intervention  provided  conditions  in  which 
the  defenses  of  the  individual  were  challenged  through  repeated  and  complete 
processing  of  important  information  that  until  that  time  was  being  excluded 
(Bowlby,  1980). 
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Parkes  (1980)  reported  on  the  effectiveness  of  bereavement  counselors 
in  recent  studies  of  bereavennent  outcome.  He  noted  three  types  of  services 
typically  are  provided:  (a)  professional  intervention  by  trained  nurses, 
physicians,  psychologists,  counselors,  etc.,  (b)  voluntary  services  in  which 
selected  and  trained  volunteers  are  supported  by  professionals,  and  (c)  self- 
help  groups  in  which  bereaved  people  offer  help  to  other  bereaved,  with  or 
without  the  support  of  professionals.  Results  showed  that  professional  services 
and  professionally  supported  voluntary  and  self-help  services  were  capable  of 
decreasing  the  risk  of  psychiatric  and  psychosomatic  disorders  in  bereavement 
(Parkes,  1980). 

Riordan  and  Allen  (1989)  wrote  about  a  funeral-home-based  therapy 
model  for  bereaved  persons  in  which  a  professional  counselor  was  hired  to 
provide  follow-up  care  for  the  bereaved.  Telephone  contact,  provision  of  written 
information,  and  group  or  individual  counseling  were  offered.  Frequently,  over 
a  2-  to  3-month  period,  approximately  eight  sessions  were  completed.  The 
counseling  goals  were  psychic  pain  management  and  revival  of  hope  (Riordan 
&  Allen,  1989).  Although  there  is  little  empirical  evidence  for  the  success  of 
such  services,  the  practice  has  become  common  in  hospice  and  other  settings. 

Lieberman  and  Videka-Sherman  (1986),  Lieberman  and  Yalom  (1992), 
and  Sabatini  (1988),  among  others,  examined  group  psychotherapy  treatment 
for  the  conjugally  bereaved.  Lieberman  and  Videka-Sherman  (1986)  studied 
502  widows  and  widowers  who  were  members  of  THEOS,  a  national  self-help 
group  in  which  members  aid  others  through  educational,  social,  and  supportive 
services.  Sixty-five  percent  of  the  subjects  were  ages  40  to  60.  Twenty-four 


percent  of  the  subjects  also  had  sought  professional  nnental  health  assistance 
as  well  as  attending  the  THEOS  group  meetings.  Mailed  questionnaires  which 
measured  the  mental  health  of  participants  were  sent  to  members.  Results 
indicated  that  there  were  no  significant  mental  health  changes  based  on 
combined  use  of  self-help  and  professional  psychotherapy.  However,  those 
members  who  made  social  linkages  as  a  result  of  attendance  and  high  levels  of 
exchange  within  the  THEOS  group  derived  statistically  significant  positive 
mental  health  benefits  from  the  group.  Thus,  the  research  findings  support  the 
idea  that  the  mere  passage  of  time  alone  does  not  account  for  positive  mental 
health  changes  but  that  self-help  group  participation  assists  the  process. 

In  a  contrasting  study,  Liebemian  and  Yalom  (1992)  utilized 
professionals  as  facilitators  in  a  time-limited  group  setting  in  the  treatment 
group.  Tasks  of  the  leaders  included  norm  setting,  process  review,  and 
introduction  of  topics  for  discussion.  Considerable  discussion  of  existential 
issues  was  encouraged.  The  control  group  received  mailout  questionnaires  at 
two  periods.  The  treatment  group  also  was  measured  before  and  after 
treatment.  Fifty-four  subjects  completed  the  study,  20  as  controls  and  36  in  the 
brief  therapy  group.  It  was  hypothesized  that  early  intervention,  within  4  to  10 
months  after  the  death  of  a  spouse,  would  facilitate  adjustment  as  assessed  by 
measures  of  mental  health,  positive  psychological  states,  social  role,  and 
mourning.  Further,  they  posited  that  positive  effects  would  be  maximized  for 
subjects  who  were  more  distressed  psychologically.  Neither  hypothesis  was 
supported,  leading  the  researchers  to  conclude  that  determination  of  the  unique 
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contribution  of  the  therapeutic  intervention  is  difficult  (Lieberman  &  Yalom, 
1992). 

Sabatini  (1988)  evaluated  the  efficacy  of  a  bereavement  program  for 
bereaved  spouses.  Fifty  bereaved  spouses  completed  the  study.  The  treatment 
consisted  of  several  two-hour  group  sessions  which  were  cofacilitated  by  a 
professional  and  a  widowed  person.  Crisis  intervention  techniques  were  used, 
presumably  to  restore  clients  to  prior  levels  of  functioning.  Sessions  were 
pedagogic  and  supportive.  Tasks  of  grief  as  outlined  by  Worden  were  the  basis 
of  the  sessions.  The  study  employed  a  pretest,  posttest  control  group  design, 
and  used  the  Texas  Revised  Inventory  of  Grief  as  the  outcome  measure.  The 
researcher  hypothesized  that  the  treatment  group  would  show  a  greater 
reduction  in  grief  reactions.  However,  results  showed  no  significant  differences 
in  the  two  groups.  Thus,  there  are  conflicting  results  for  studies  implementing 
various  professional  and  nonprofessional  intervention  methods  for  the 
bereaved. 

Absent  in  the  bereavement  literature  is  the  use  of  modern  technology 
such  as  video  as  an  adjunct  in  intervention.  Dowrick  (1991)  contended  that  the 
use  of  video  vignettes  to  promote  discussions,  memories,  emotions,  or 
judgments  is  a  common  but  little-studied  practice.  However,  although 
empirically  untested,  the  use  of  video  appears  to  be  a  natural  progression  in 
technology  following  the  more  widely  used  audio  tape,  particularly  as  adjunct  to 
some  forms  of  psychological  counseling.  Yamauchi  (1987)  obsen/ed  that  the 
use  of  audio  tapes  in  psychological  counseling  can  accelerate  the  introduction 
of  therapeutic  ideas,  promote  continuity  of  counseling  between  sessions,  and 
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reinforce  behavioral  and  attitudinal  changes.  In  addition,  Pantaleno  (1982) 
asserted  that  practitioners  have  a  need  for  quality  treatment  techniques  which, 
in  addition  to  having  a  theoretical  base,  could  be  understood  and  analyzed  by 
certain  populations. 

Mackey  and  Sheingold  (1990)  posited  that  the  use  of  videotaped 
simulated  inten/iews  was  an  effective  way  of  addressing  the  dynamics  of  affect 
in  clinical  practice.  They  noted  that  it  could  be  instrumental  in  identifying, 
understanding,  and  integrating  feelings.  The  use  of  videotape  also  may 
facilitate  both  didactic  and  experiential  modes  of  learning.  Moreover,  the 
authors  cited  the  added  benefit  in  utilizing  small  groups  with  a  facilitator  to 
create  a  supportive  and  inquiring  atmosphere  in  which  discussion  was 
encouraged  in  a  protected,  safe  environment. 

Stone,  Wolraich,  and  Hillerbrand  (1988)  developed  a  video  training 
program  designed  to  assist  teachers  in  communicating  distressful  information  to 
parents  of  teaming  disabled  children.  In  a  pilot  study,  several  instructional 
videotapes  were  created  and  viewed  by  one  of  four  randomly  assigned  groups 
of  special  education  graduate  and  undergraduate  students.  Anxiety,  self- 
efficacy,  and  participant  feelings  were  measured  in  a  prettest/posttest  design. 
Results  indicated  immediate  and  specific  impact  on  anxiety,  particularly  that 
associated  with  information  concerning  Public  Law  94-142  (Education  for  All 
Handicapped  Children  Act  of  1975). 

Support  for  Need  for  the  Study 

Although  death  of  a  spouse  is  a  relatively  uncommon  occurrence  in  mid- 
life, reported  in  census  figures  was  that  there  were  866,000  mid-life  widowed 


men  and  women  in  the  U.S.  in  1991  (U.S.  Bureau  of  the  Census,  1991).  Of 
these,  78%  were  widows  between  the  ages  of  40  and  55.  People  in  mid-life 
also  constitute  one  of  the  largest  groups  of  people  who  seek  counseling 
services.  Thus,  it  is  likely  that  counselors  will  encounter  widows  in  this  age 
group  as  clients.  However,  little  attention  has  been  given  to  counseling  widows 
in  this  age  group.  Therefore,  investigation  of  a  brief,  task-focused  video,  with  or 
without  interaction  with  a  nonprofessional  facilitator  for  widows  has  implications 
for  theory,  training,  practice,  and  research  in  the  area  of  bereavement. 

The  knowledge  gained  would  encourage  additional  inquiry  into  the 
theoretical  considerations  of  Bowlby's  (1980)  attachment  theory  and  Worden's 
(1991)  grief  theory.  Currently,  both  theories  presuppose  the  need  for  the 
bereaved  to  face  the  "reality  of  the  death"  and  tolerate  the  pain  of  grief  in  order 
to  accomplish  effective  separation  from  the  deceased.  This  is  achieved  by  . 
processing  infomnation  about  their  status  as  bereaved  individuals,  preferably 
with  another  person  or  other  persons.  According  to  Bowlby  and  Worden, 
various  phases  in  the  grief  process  are  identified  by  prevalent  symptoms  and 
tasks  are  attached  to  these  periods.  Upon  completion  of  the  phases  and  tasks, 
the  bereaved  is  considered  to  have  adapted  to  the  death  and  to  be  moving 
forward  in  life.  Therefore,  theoretically,  a  video  task-based  treatment  should 
facilitate  positive  bereavement  outcome  based  on  information  processing  using 
modem  technology  and  a  "companion"  in  the  grief  journey.  Because  this 
supposition  follows  logically  from  the  works  of  Bowlby  and  Worden,  knowledge 
of  the  effectiveness  of  the  intervention  has  relevance  in  supporting  or  refuting 
both  Bowlbly's  attachment  theory  and  Worden's  grief  theory. 
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There  also  are  implications  for  counselor  training.  Historically,  there  has 
been  a  void  in  the  area  of  grief  and  bereavement  theory  in  counselor  education 
curricula.  Knowledge  of  the  efficacy  of  the  intervention  would  help  to  fill  this 
void,  either  in  tenns  of  it  being  advocated  or  disregarded.  Counselor  education 
programs,  thus,  could  be  modified  to  provide  updated  infomnation  relevant  to 
counselors'  understanding  grieving  and  appropriate  counseling. 

There  also  are  implications  for  counseling  practice.  The  results  of  this 
study  would  provide  counselors  with  knowledge  from  which  to  develop  both 
remedial  and  preventative  methods  to  address  mid-life  bereavement.  Such 
approaches  would  be  in  accord  with  the  biopsychosocial  model  now  being 
used  in  many  facilities  which  offer  information  and  counseling  to  bereaved 
family  members  or  to  family  members  of  patients  with  life-threatenting  illnesses. 
Thus,  knowledge  of  the  importance  of  infomnation  processing  and 
companionship  with  regards  to  the  tasks  of  grieving  may  offer  counselors  the 
opportunity  to  be  better  in  grief  counseling  and/or  to  introduce  infomnation  about 
grief  effectively  prior  to  the  death  of  a  loved  one. 

Information  from  this  study  also  would  help  to  define  specific  intervention 
techniques  for  the  bereaved,  notably,  methods  of  brief  video-based  models  with 
or  without  interaction  with  a  nonprofessional  facilitator.  Counselors,  therefore, 
should  be  able  to  create  time-efficient  procedures  which  respond  to  increasing 
service  needs  for  the  bereaved.  For  example,  Stroebe,  Stroebe,  and  Hanson 
(1993)  noted  that  psychoeducational  programs  which  have  a  specific  focus  may 
be  valuable  for  certain  bereaved  populations.  The  results  of  this  study  may 
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afford  counselors  and  other  professionals  and  nonprofessionals  who  work  with 
the  mid-life  bereaved  a  more  efficacious  approach. 

The  results  of  this  study  for  mid-life  widows  also  may  be  applied  to  other 
bereaved  populations.  Others  who  suffer  the  death  of  a  loved  one  have  some 
needs  similar  to  those  of  mid-life  widows  in  the  completion  of  the  tasks  of  grief. 
Thus,  greater  understanding  of  theories  of  loss  and  of  effective  intervention 
accorded  could  provide  a  framework  for  grief  counselors  and  consultants  to  use 
in  interventions  for  many  populations. 

There  also  are  implications  for  counselors  who  train  nonprofessionals  to 
work  with  the  bereaved.  Currently,  there  is  a  prevailing  use  of  nonprofessional 
support  persons  who  have  been  trained  to  assist  the  bereaved  through  a  variety 
of  services  and  settings  (Liebemrian  &  Videka-Sherman,  1986;  Stroebe  et  al., 
1 993;  Worden,  1 991 ).  If  the  results  of  this  study  were  known,  support  for  service 
delivery  from  nonprofessionals  and/or  their  training  with  regard  to  the  tasks  of 
grief  would  be  enhanced. 

As  a  result  of  current  political  and  economic  influences,  medical  and 
mental  health  care  are  being  scrutinized.  Some  bereaved  persons  suffer 
severe  physical  and  mental  health  consequences  and,  therefore,  tend  to 
overuse  those  systems.  If  a  brief,  task-focused  treatment  were  effective, 
counselors  could  work  with  professionals  in  other  areas  to  provide  more 
efficient,  less  costly  care  for  the  bereaved.  A  resultant  decrease  in  the  overload 
of  medical  and  mental  health  systems  could  result  in  funding  being  directed  to 
other  needed  areas. 
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Results  of  this  study  also  would  increase  the  general  body  of  research 
relevant  to  spousal  bereavement  and  could  prompt  further  research  in  other 
bereaved  populations.  Most  bereavement  studies  have  focused  on  the  elderly, 
leaving  a  gap  in  knowledge  of  grief  responses  and  treatment  modalities  for 
other  age  groups.  Thus,  there  is  a  dearth  of  scientifically  evaluated  treatments 
for  bereaved  persons  in  general. 

Few  studies  in  the  area  of  grief  and  bereavement  have  been 
experimental  in  nature.  Moreover,  there  is  a  scarcity  of  empirical  evidence 
regarding  the  use  of  brief,  task-focused  video  intervention  with  or  without 
interaction  with  a  nonprofessional  facilitator.  However,  researchers  in  other 
areas  have  utilized  these  methods,  either  singly  or  in  some  combination.  Video 
technology,  with  and  without  interaction,  has  been  employed  frequently  in 
medical  settings.  For  example,  Melamed,  Hawes,  Heiby,  and  Glick  (1975)  used 
a  peer  model  film  to  prepare  children  for  dental  examinations  and  prophylaxis. 
Sixty  subjects,  ages  5  to  1 1 ,  were  randomly  assigned  to  treatment  and  control 
groups.  The  treatment  group  showed  fewer  disruptive  behaviors  and  less 
anxiety. 

Vernon  (1974)  also  examined  children's  behavior  as  a  result  of  viewing 
video  instructions  regarding  injections.  One  group  viewed  a  film  depicting 
children  receiving  injections  without  exhibiting  any  emotions  or  pain.  Another 
group  viewed  a  more  "realistic"  film  which  showed  children  responding  to 
injections  with  brief,  moderate  pain  and  emotion  (e.g.,  saying  "ouch").  The  latter 
group  reported  experiencing  less  pain,  supporting  the  hypothesis  that  realism  is 
more  effective  in  reducing  patient  distress. 


Shipley,  Butt,  Horwitz,  and  Fabry  (1978)  studied  the  effects  of  prior 
viewing  (one  versus  three  times)  of  an  18-minute  video  of  an  endoscopy 
procedure  on  physiological  and  self-reported  measures  of  anxiety.  Results 
indicated  anxiety  was  reduced  as  a  function  of  the  number  of  viewings  of  the 
video.  The  researchers  suggested  that  repeated  exposure  to  infomnation  in  the 
video  produced  maximum  decrease  in  anxiety. 

Video  technology  also  has  been  used  to  educate  patients  about  their 
medical  conditions.  Ward,  Garlant,  Paterson,  Bone,  and  Hicks  (1984)  used  a 
brief  video  program  to  teach  adult  insulin-dependent  diabetics  about  diabetes 
and  health  maintainence.  Thirty  six  patients  between  the  ages  of  18  and  69 
were  pretested  and  posttested  on  increased  knowledge  after  viewing  a  1 7- 
minute  video.  Results  indicated  increased  knowledge  in  all  subjects.  Patients 
also  reported  that  the  video  prompted  discussion  among  group  members. 

Spindler  (1984)  described  the  development  of  an  audiovisual  patient- 
education  program  to  prepare  orthopedic  patients  for  total  hip  replacement 
surgery.  Patients  who  viewed  the  film  displayed  a  high  degree  of  knowledge 
about  their  impending  surgery.  Furthemnore,  the  nursing  staff  and  family 
members  reported  increased  satisfaction  with  the  presentation,  preferring  it  to 
verbal  presentation.  Moreover,  Spindler  precisely  calculated  the  cost  of  the 
video  production  and  reported  it  to  be  extremely  cost  effective. 

Thus,  the  use  of  video  technology,  with  or  without  interaction  with  a 
facilitator,  has  been  shown  to  be  effective  in  several  areas.  Further,  the 
importance  of  providing  and  processing  information  through  video  has  been 
documented.  Therefore,  the  approach  to  this  study  has  potential  for  effecting 
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change  in  bereaved  spouses  through  the  use  of  cost  effective  and  modern 
technology. 

This  study  utilizes  a  brief,  task-focused  video  to  promote  affective  and 
cognitive  responses  to  grief.  The  theme  of  the  video  is  based  on  Worden's  four 
tasks  and  encompasses  Bowlby's  need  to  separate  from  the  deceased.  It  uses 
music  and  soothing  voice  to  suggest  the  truth  (e.g.,  death  is  final  and  grieving  is 
hard  work).  This  represents  Task  I.  Task  II  is  addressed  with  direct  verbal  cues 
related  to  the  pain  of  grief  and  description  of  symptomatology.  Task  III  is 
illustrated  with  a  message  of  hope  for  choice  and  growth,  acknowledging  the 
difficulty  of  living  without  the  loved  one.  Task  IV  is  depicted  as  the  ability  to  give 
to  others,  though  the  deceased  is  not  forgotten.  Language  in  the  video  is  direct 
and  clear  but  also  carries  more  subtle  messages  of  freedom  and  fulfillment. 
This  underlying  message  addresses  Bowlby's  defensive  exclusion  mechanism 
with  continued  repetition  of  the  message  of  reality  of  the  death  and  the  need  for 
the  bereaved  to  move  on  with  their  lives. 

The  second  component  of  this  study  is  the  use  of  a  nonprofessional 
facilitator  to  process  the  information  in  the  video.  Most  researchers  indicate  that 
counselors  have  utilized  the  "companion"  technique  in  some  form.  However, 
this  study  will  employ  predetermined  questions  related  to  the  tasks  of  grief. 
Nonprofessional  facilitators  who  have  had  some  training  in  grief  counseling 
were  given  a  specific  agenda  for  use  following  the  video  which  represented 
principles  established  by  Worden  (1991)  for  counselors  and  nonprofessionals 
working  with  the  bereaved.  The  principles  include  (a)  helping  the  survivor 
actualize  the  loss  (Task  I),  (b)  helping  the  bereaved  identify  and  express 
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feelings  (Task  II),  (c)  assisting  the  bereaved  in  living  without  the  deceased  (Task 
III),  and  (d)  facilitating  emotional  relocation  of  the  deceased  (Task  IV)  (Worden, 
1991).  Other  principles  set  by  Worden  are  interpreting  "nonrial"  behavior, 
allowing  for  individual  differences,  examining  defenses,  and  identifying 
pathology.  This  more  specific  and  structured  approach  provided  opportunities 
for  the  bereaved  to  absorb  information  which  previously  had  been 
unacceptable  and,  thus,  to  facilitate  movement  in  the  grief  process  (Bowlby, ' 
1980).  The  session  goal  was  similar  to  that  of  Raphael  (1977)  which  was  to 
facilitate  the  expression  of  active  grieving  (Task  II)  in  the  form  of  sadness, 
yearning,  anger,  anxiety,  and  guilt.  This  approach  also  is  akin  to  Raphael's  in 
that  it  addresses  the  psychological  defenses  of  the  individual  in  an  effort  to 
complete  processing  information  hitherto  excluded.  However,  this  study  uses  a 
group  format  which  is  time  and  cost  effective.  Moreover,  added  benefits  directly 
related  to  the  social  linkages  of  the  group  process  may  occur  for  many  of  the 
bereaved  (Liebemnan  &  Videka-Sherman,  1986). 

Summary  of  Literature  Review 

In  this  review  of  the  literature  it  was  suggested  that  positive  spousal 
bereavement  outcome  may  be  facilitated  by  intervention.  It  is  not  known, 
however,  what  role  specific  interventions,  such  as  the  use  of  a  brief  task-based 
video  intervention  with  and  without  nonprofessional  interaction,  play  in  positive 
bereavement  outcome. 

Indicated  in  this  review  of  literature  related  to  spousal  bereavement  is  the 
conflict  among  theoreticians  regarding  explanation  of  the  grief  process  and 
subsequent  need  for  delineation  of  treatment  of  normal  and  complicated  grief. 

i 
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Moreover,  there  is  some  question  regarding  the  most  effective  time  frame  for 
intervention. 

Researchers  have  indicated  that  younger  widowed  suffer  more 
complicated  grief  patterns  than  older  bereaved  individuals,  yet  the  older 
bereaved  population  has  been  the  focus  for  most  bereavement  research. 
Common  symptoms  reported  by  younger  bereaved  individuals  are  increased 
depression  and  lower  sense  of  well-being.  Furthermore,  younger  widowed 
frequently  overuse  medical  and  mental  health  systems. 

Gender  has  been  studied  in  younger  bereaved  persons.  It  has  been 
shown  that  widowed  men  often  turn  to  alcohol  or  work  to  cope  with  the  loss, 
whereas  younger  widowed  women  frequently  become  depressed  or  physically 
ill.  Thus,  physical  and  mental  health-related  consequences  of  bereavement  in 
both  genders  of  the  younger  widowed  have  been  identified  as  problematic. 

Also  implicit  in  the  literature  is  that  counseling  intervention  is  important  in 
bereavement.  Several  researchers  have  provided  empirical  evidence  of  the 
efficacy  of  counseling  for  bereaved  persons.  However,  few  studies  have  been 
conducted  utilizing  specific  interventions  in  the  mid-life  widowed  population. 
Moreover,  although  video  technology  as  a  counseling  tool  has  been  shown  to 
be  effective  in  other  types  of  counseling,  it  has  not  been  empirically  tested  in 
bereavement  counseling.  Thus,  despite  the  increase  in  bereavement  research 
in  the  last  three  decades,  there  is  a  dearth  of  information  regarding  specific 
interventions  for  the  conjugally  bereaved  population.  This  study  will  provide 
counselors,  consultants,  and  educators  with  significant  data  about  the 
effectiveness  of  the  intervention  and  its  use  as  prevention  of  future  physical  and 


mental  health  problems.  Perhaps  most  importantly,  the  results  will  enable 
further  evaluation  of  theoretical  tenants  commonly  accepted  and  used  both  in 
understanding  bereavement  and  structuring  bereavement  counseling 
interventions. 


CHAPTER  3 
METHODOLOGY 

The  purpose  of  this  study  was  to  investigate  application  of  principal 
assumptions  of  Bowlby's  attachment  theory,  and  Worden's  adaptation  of  it  to 
grieving  processes,  to  a  particular  context.  Specifically,  this  study  examined  the 
effects  of  a  brief,  task-based  video  with  and  without  nonprofessional  interaction 
on  bereavement  outcome  in  a  sample  of  mid-life  widows.  Variations  in 
bereavement  outcome  also  were  investigated  with  regard  to  the  widow's  age 
and  length  of  time  since  the  death  of  the  husband. 

Relevant  Variables 

The  dependent  variable  assessed  in  this  study  was  bereavement 
outcome,  as  measured  by  the  Grief  Experience  Inventory  (GEI)  (Sanders, 
Mauger,  &  Strong,  1985).  Specific  variables  as  measured  by  the  GEI  are 
Despair,  Anger/Hostility,  Loss  of  Control,  Rumination,  Depersonalization,  and 
Somatization.  Moderator  variables  being  measured  include  age  and  length  of 
time  since  death  of  spouse. 

Population 

The  population  for  this  study  consisted  of  widows  between  the  ages  of  40 
and  55  who  have  experienced  the  death  of  a  spouse  within  the  previous  3  to  12 
months.  There  are  approximately  1 1  million  widows  in  the  United  States, 
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866,000  (8.3%)  of  whom  are  ages  40  to  55  (U.S.  Bureau  of  the  Census,  1991). 
Within  this  group,  the  age  range  distribution  is  ages  40  to  44=185,000  (21%) 
and  ages  45  to  55=681 ,000  (79%).  In  Florida,  there  are  590,660  widows, 
45,000  (7.6%)  of  whom  are  40  to  55  years  of  age  (U.  S.  Bureau  of  the  Census, 
1991).  Within  this  group,  the  age  range  distribution  is  ages  40  to  44=7,330 
(16.3%),  ages  45  to  49=12,831  (28.5%),  and  ages  50  to  55=23,884  (53.1%).  In 
both  the  United  States  and  Florida,  widows  come  from  all  educational  and 
socioeconomic  levels. 

Grieving  widows  typically  exhibit  signs  and  symptoms  of  physical  and/or 
psychological  distress  during  the  first  year  of  bereavement.  They  may  lose 
weight,  have  insomnia,  or  experience  depression.  Restlessness,  loss  of  time 
from  work,  and  memory  impairment  also  are  common  manifestations  of  the  grief 
process.  Bereaved  spouses  also  visit  physicians  more  frequently  during  the 
first  year  of  bereavement  (Stroebe  et  al.,  1993). 

Sampling  Procedures 

A  sample  of  53  widows  between  the  ages  of  40  and  55  who  were 
bereaved  within  the  previous  3-  to  12-month  period  was  chosen  for  this  study. 
This  sample  was  drawn  by  the  researcher  from  local  newspaper  obituary 
notices  (some  of  which  contained  names  and  addresses  of  both  the  deceased 
and  the  widow  as  well  as  the  age  of  the  deceased)  in  Orlando,  Lakeland,  and 
Gainesville,  Florida.  The  metropolitan  area  of  Orlando  is  recorded  as  having 
1,032,636  persons.  The  Lakeland  metropolitan  area  consists  of  410,863 
persons,  while  the  Gainesville  metropolitan  area  contains  211,576  persons 
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(U.S.  Bureau  of  the  Census,  1991).  The  records  were  searched  for  the  period  3 
to  12  months  prior  to  initiation  of  the  study. 

Three  hundred  fifty-six  bereaved  widows  were  identified  in  the  three 
cities.  Letters  were  sent  to  all  identified  bereaved  widows  to  invite  them  to 
participate  in  the  study  (Appendix  A).  Participants  accepted  the  invitation  by 
returning  an  enclosed,  self-addressed  postcard  (Appendix  B)  to  the  researcher 
within  2  weeks  of  the  mailing  of  the  letter.  Forty-eight  letters  were  retumed  as 
undeliverable.  Initially,  30  widows  from  the  Orlando  area  responded  by 
returning  the  postcard.  In  Lakeland,  7  widows  returned  the  postcard  for  a  total 
of  37  widows  agreeing  to  participate  in  the  study.  In  Gainesville,  1  widow 
retumed  the  postcard.  The  researcher  confirmed  participation  of  each  widow  in 
Orlando  and  Lakeland  via  a  telephone  call.  The  widow  from  Gainesville  was 
excluded  from  the  study  due  to  inability  to  form  a  group  in  that  locale.  Due  to 
the  paucity  of  accepted  invitations  from  the  widows,  the  researcher  then 
accessed  the  telephone  numbers  of  all  possible  participants  through  the  local 
telephone  directories  and  telephoned  those  widows  who  were  listed  in  the 
directories.  In  Orlando  and  Lakeland,  another  28  widows  agreed  to  participate. 
Of  the  total  65  widows  who  agreed  to  participate  in  the  study,  12  (18.5%) 
widows  dropped  out  or  did  not  show  up  for  the  meetings.  This  acceptance/ 
dropout  rate  is  consistent  with  observations  of  the  bereaved  in  research  studies 
made  by  Stroebe  et  al.  (1993). 

A  sample  of  53  widows  were  randomly  assigned  to  one  of  two  treatment 
groups  or  the  control  group.  Participants  were  not  expected  to  travel  outside 
their  respective  geographical  areas.  In  Orlando,  two  meetings  were  held  in 
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which  25  widows  and  17  widows,  respectively,  participated  in  the  study.  In 
Lakeland,  1 1  widows  participated  in  the  study.  Randomization  was 
accomplished  by  sequentially  assigning  (1=Group  I,  2=Group  II,  and  3=Group  III 
and  repeated)  each  participant  to  a  group  as  they  returned  postcards  or  were 
contacted  by  telephone  in  each  of  the  cities. 

Resultant  Sample 

The  resultant  sample  consisted  of  a  self-selected  sample  of  53  widows 
who  had  experienced  the  death  of  a  spouse  during  the  previous  3  to  12  months. 
They  were  from  the  Orlando  and  Lakeland  areas  and  were  between  the  ages  of 
40  and  55.  A  minimum  of  10  widows  from  each  age  range  (40  to  44,  45  to  49, 
and  50  to  55)  were  represented.  There  were  15  (28%)  widows  in  the  Control 
group  (Group  I),  19  (35%)  widows  in  the  Video  treatment  group  (Group  II),  and 
19  (35%)  widows  in  the  Video  plus  Interaction  group  (Group  III).  Moreover, 
ages  40-44  were  represented  by  10  (19%)  widows;  ages  45-49  were 
represented  by  13  (25%)  widows;  and  ages  50-55  were  represented  by  30 
(56%).  Shown  in  Table  3.1  is  the  specific  breakdown  of  ages  to  groups.  Thus, 
the  sample  is  consistent  with  the  Florida  population  figures  for  widows  cited 
earlier.   Mean  ages  for  the  groups  were  as  follows:  Control  group  mean  age 
was  49.9;  Video  treatment  group  mean  age  was  48.3;  and  Video/Interaction 
group  mean  age  was  50. 

The  widows  were  bereaved  between  3  and  12  months.  In  the  Control 
group,  there  were  3  (6%)  widows  bereaved  3-5  months,  6  (11%)  bereaved  6-8 
months,  and  6  (11%)  bereaved  9-12  months.  In  the  Video  treatment  group,  7 
(13%)  widows  were  bereaved  3-5  months,  7  (13%)  bereaved  6-8  months,  and  5 
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Table  3.1 

Age  of  Participants 


Group 

Age 

Control 

Video 

Video/Interaction 

Totals 

40-44 

2  (4%) 

5  (9%) 

3  (6%) 

10  (19%) 

45-49 

4  (8%) 

5  (9%) 

4  (8%) 

13  (25%) 

50-55 

9  (16%) 

9  (17%) 

12  (22%) 

30  (56%) 

Totals 

15  (28%) 

19  (36%) 

19  (36%) 

53  (100%) 

(9%)  bereaved  9-12  months.  In  the  Video/Interaction  group,  1(2%)  widow  was 
bereaved  3-5  months,  11  (21%)  bereaved  6-8  months,  and  7  (13%)  bereaved 
9-12  months  (see  Table  3.2). 

Table  3.2 

Months  Bereaved:  Frequency  by  Groups 


Group 

Mos  bereav 

Control 

Video 

Video/Interaction 

Totals 

3-5 

3  (6%) 

7  (13%) 

1  (2%) 

11  (21%) 

6-8 

6  (11%) 

7  (13%) 

11  (21%) 

24  (45%) 

9-12 

6  (11%) 

5  (9%) 

7  (13%) 

18  (34%) 

Totals 

15  (28%) 

19  (36%) 

19  (36%) 

53  (100%) 

Educational  levels  were  described  at  four  tiers:  graduate  school,  college, 
high  school,  and  other.  Seven  (13%)  of  the  widows  identified  themselves  as 
having  completed  graduate  school,  18  (34%)  as  having  completed  college,  and 
28  (53%)  as  having  completed  high  school  or  other.  Overall,  the  widows  in 
Orlando  had  slightly  higher  educational  levels  than  the  widows  in  Lakeland,  but 
all  widows  indicated  they  had  at  least  a  high  school  diploma.  ;  ^ 

Occupational  infomnation  collected  from  the  widows  was  somewhat 
nonspecific.  Thus,  categories  from  the  Dictionary  of  Occupational  Titles  (U.S. 
Department  of  Labor,  1 977)  were  utilized  by  the  researcher  in  an  attempt  to 
structure  and  simplify  the  infomiation.  As  indicated  in  Table  3.3,  the  widows 
identified  their  work  in  only  four  of  the  occupational  categories.  They  were  (1) 
professional,  technical  and  managerial  (14/26%);  (2)  clerical  and  sales 
(24/45%);  (3)  service  (8/15%),  or  (4)  miscellaneous  (7/13%).  Within  these 
categories,  examples  of  employment  were  (1)  teacher,  registered  nurse,  school 
counselor;  (2)  secretary,  real  estate  salesperson  or  broker;  (3)  housekeeper 
and  child  care  worker;  and  (4)  disabled,  unemployed,  or  homemaker. 

Of  the  53  widows  in  both  cities,  47  (88%)  identified  themselves  as 
Caucasian,  4  (8%)  as  African/American,  1  (2%)  as  Hispanic,  and  1  (2%)  as 
Asian.  The  majority  of  widows  (30/57%)  identified  themselves  as  Protestant. 
Other  religions  represented  in  the  sample  were  Catholic  (20/39%),  Jewish 
(1/2%),  and  other/na  (1/2%).  Thirty-four  (64%)  of  the  widows  stated  they  had 
been  married  once,  while  19  (36%)  indicated  they  were  married  more  than 
once.  Those  widows  who  had  been  married  more  than  once  stated  that  their 
prior  marriage  ended  in  divorce  rather  than  death.  Thus,  each  participant  had 
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Table  3.3 

Education  and  Occupation 


Education 


Graduate  School 

7 

13% 

College 

18 

34% 

High  School/Other 

28 

53% 

Occupation 

Prof,  Tech,  Manager 

14 

26% 

Clerical,  Sales 

24 

.^i  j,  ;  45% 

Service 

8 

H  '    15%  ^ 

' ......  < 

Miscellaneous 

7 

.     .  13% 

been  widowed  only  one  tinne.  Moreover,  when  asked  about  children  (no  ages 
specified)  presently  living  at  home,  20  (38%)  indicated  they  had  children 
currently  living  in  their  home  with  them.  One  participant  also  indicated  she  had 
a  grandchild  living  with  her. 

The  widows  had  been  married  to  the  deceased  spouse  from  2-37  years. 
Many  indicated  they  had  married  immediately  after  graduating  from  high  school, 
thus  never  having  lived  on  their  own  or  been  responsible  for  their  financial 
support  until  the  death  of  their  spouse.  Table  3.4  indicates  the  breakdown  of 
years  of  marriage.  As  noted,  the  largest  group  of  widows  (17/32%)  had  been 
married  from  10-19  years. 
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Table  3.4 


Length  of  Marriage 


2-9  years 


7 


13% 


10-19  years 


17 


32% 


20-29  years 


14 


27% 


30-37  years 


15 


28% 


As  a  result  of  the  death  of  their  spouse,  most  of  the  widows  experienced 
a  decrease  in  income  levels.  Many  widows  now  live  at  poverty  level  or  depend 
on  family  members  for  financial  assistance.  The  widows  from  the  Lakeland 
area  noted  that  their  income  prior  to  the  death  was  slightly  less  overall  than  that 
of  the  Orlando  group  of  widows.  Some  widows  were  not  dependent  on  their 
spouses  for  financial  support,  particularly  those  with  more  education  and,  thus, 
are  less  affected  financially  by  the  death.  However,  means  of  before/after  death 
income  from  the  Lakeland  and  Orlando  widows  indicated  that  both  groups 
suffered  an  average  50%  decrease  in  financial  income  since  the  death  of  the 
spouse. 

Other  information  collected  from  the  widows  included  the  type  of  death  of 
the  spouse.  Twenty-eight  (53%)  widows  stated  that  the  death  had  been 
sudden/unexpected.  Twenty  (38%)  widows  indicated  that  the  death  of  the 
spouse  had  been  expected.  Interestingly,  5  (9%)  of  the  widows  noted  that  the 
death  was  both  sudden  and  expected. 


The  widows  also  were  asked  who  they  found  most  supportive  after  the 
death  of  their  spouse.  IVIost  (32/60%)  indicated  that  a  relative  had  offered,  and 
continued  to  offer,  the  most  support.  Friends  were  cited  in  14  (26%)  of  the 
cases,  and  4  (8%)  noted  that  others  such  as  clergy  were  most  supportive  during 
their  bereavement.  Only  1  (2%)  widow  did  not  answer  the  query,  and  2  (4%) 
stated  they  had  no  support  person. 

In  order  to  identify  the  widows  support  system  further,  they  were  asked  if 
they  were  receiving  or  had  received  support  through  individual  counseling, 
group  counseling,  funeral  home  aftercare,  or  grief  seminars.  Overall  14  (26%) 
widows  were  receiving  or  had  received  individual  counseling,  most  often  by  a 
licensed  professional  counselor.  Twenty-one  (40%)  stated  they  had  attended 
or  were  presently  attending  a  support  group,  sometimes  led  by  a  professional 
facilitator,  but  also  sometimes  led  by  a  nonprofessional  facilitator  (self-help 
group).  Funeral  home  aftercare  (telephone  calls,  meetings,  seminars,  etc.)  was 
accessed  by  6  (11%)  of  the  widows,  and  other  grief  seminars  were  attended  by 
9  (17%)  of  the  widows  (Table  3.5). 

Research  Design 

Used  in  this  study  is  randomized  control-group  posttest-only  design  as 
shown  in  Figure  3.1.  The  three  groups  were  differentiated  as  follows:  (a)  Group 
I  was  the  control  group  and  was  tested  prior  to  receiving  the  treatment  video 
and  interaction  with  a  nonprofessional  facilitator;  (b)  Group  II  received  the 
treatment  video,  was  tested,  and  then  interacted  with  a  nonprofessional 
facilitator;  and  (c)  Group  III  received  the  treatment  video,  interacted  with  a 
nonprofessional  facilitator,  and  was  tested.  Thus,  this  study  tested  three 


Table  3.5 

Support  After  Death  of  Spouse 


Relative 

32  (60%) 

Friend 

14  (26%) 

Other 

4  (8%) 

NA/None 

3  (6%) 

Indiv  Counsel 

14  (26%) 

Support  Group 

21  (40%) 

Funeral  Home 

6  (11%) 

Seminars 

9(17%) 

1 

Treatments 

Assessment 

Treatments  | 

R 

C: 

0 

XI 

X2 

R 

T1: 

XI 

0 

X2 

R 

T2: 

XI 

X2 

0 

R=randomized  assignment.  X1=  video  only.  X2=video  with  interaction. 
^'^"''Q  3-1.  Randomized  control-group  posttest-only  experimental  design 
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treatment  conditions:  (a)  no  treatment,  (b)  video  only,  and  (c)  video  and 
facilitator.  However,  for  professional  and  ethical  reasons,  as  well  as  to  equate 
participation  motivation,  aN  participants  were  invited  to  (and  actually)  received 
both  the  video  and  facilitator  interventions.  Vacc  and  Loesch  (1987)  cited 
ethical  guidelines  issued  by  the  American  Counseling  Association  indicating 
that  "counselors  have  an  obligation  to  respect  the  integrity  and  promote  the 
welfare  of  the  client  (s)"  and  also  to  take  "reasonable  precautions  to  protect 
individuals  from  physical  and  psychological  trauma"  (p.  224).  Therefore,  the 
bereaved  participants  all  had  the  opportunity  to  process  their  reactions  to  the 
video  via  interaction  with  the  facilitator. 

Raphael  (1977)  noted  the  importance  of  multiple  opportunities  for  the 
bereaved  to  review  the  death  and  their  individual  responses  in  order  to  sever 
the  attachment  to  spouses.  Therefore,  utilization  of  both  treatment  methods  also 
was  expected  to  result  in  greater  opportunity  for  infomiation  processing  for  the 
bereaved  and,  thus,  should  produce  a  more  positive  bereavement  outcome. 

Treatment 

Two  treatment  components  were  used  in  this  study:  (a)  a  brief,  task- 
based  video,  Invincible  Summer,  (Miller,  1989)  and  (b)  interaction  with  a 
nonprofessional  facilitator.  The  combined  treatment  was  designed  to  provide 
information  regarding  the  grief  process  and  to  encourage  participants  to 
process  that  information.  Moreover,  participants  had  the  opportunity  to 
experience  and  share  feelings  and  thoughts  regarding  their  personal 
experience  of  grief.  The  ultimate  goal  is  for  the  bereaved  to  detach  emotionally 
from  their  deceased  spouse  and  to  move  on  with  their  lives. 
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The  video,  Invincible  Summer,  (Miller,  1989)  represents  the  theoretical 
concerns  of  Bowlby's  attachment  theory  and  Worden's  grief  theory.  It  consisted 
of  a  17-minute  presentation  of  slides  of  the  four  climactic  seasons, 
accompanied  by  soft,  presumably  soothing,  music  and  descriptive  narrative. 
Within  the  narrative  are  messages  depicting  the  tasks  of  grief.  For  example, 
words  such  as  pain,  grief,  and  death  are  used  in  a  gentle  but  forthright 
description  of  the  grieving  process.  These  address  Worden's  Task  I.  The 
narrative  also  notes  the  physical  and  psychological  signs  of  grief  such  as 
crying,  insomnia,  and  appetite  disturbances.  These  address  Task  II.  In  the 
latter  part  of  the  video,  the  messages  center  on  acceptance  of  life  without  the 
deceased  and  hope  for  the  future,  including  new  relationships.  Appropriate 
words  such  as  "move  forward"  and  "more  on  our  own"  address  Tasks  III  and  IV. 
Finally,  the  narrator  urges  the  viewer  to  "give  to  others"  and  "live  more  freely 
and  love  more  freely,"  another  representation  of  Task  IV. 

Eight  members  of  The  Association  for  Death  Education  and  Counseling, 
including  J.  William  Worden,  Ph.  D.  (personal  communication,  April  5,1993), 
viewed  the  video  and  responded  to  open-ended  questions  regarding  the 
content  of  the  video.  Questions  included  the  following: 

1 .  What  is  the  general  theme/message  of  this  video? 

2.  How  are  the  tasks  of  grief  represented? 

3.  What  are  some  important  points? 

Experts  were  requested  to  evaluate  whether  the  release  of  attachment  to  the 
deceased  and  the  tasks  of  grief  were  the  overt  and  covert  messages  of  the 
narrative.  Results  indicated  that  all  reviewers  believed  Invincible  Summer 


1 


68 

(Miller,  1989)  effectively  communicated  the  four  tasks  of  grief  to  the  viewer. 
Remarks  from  the  reviewers  as  to  the  messages  of  the  video  included  "feel  the 
pain,"  "resolution  by  future  orientation  and  awakening  of  new  interests,"  and 
"getting  through  the  shock/disbelief  may  take  some  time,  but  accepting  reality 
will  bring  pain,  which  is  a  natural  part  of  the  process."  Thus,  evidence  as  to  the 
content  and  construct  validity  of  the  video  Invincible  Summer  (Miller,  1989)  was 
established. 

The  second  treatment  component  consisted  of  interaction  with  a 
nonprofessional  facilitator.  Nonprofessional  facilitators  who  consented  to  assist 
the  researcher  with  this  study  included  bereavement  ministers  from  several 
churches  in  Orlando.  They  had  no  fomrial  education  in  counseling  but  were 
trained  by  the  Orlando  Catholic  Diocese  in  communication  skills,  group  work, 
and  bereavement  models.  They  have  worked  actively  with  the  bereaved  in 
areas  such  as  funeral  planning,  telephone  follow-up,  and  personal  visits  during 
the  first  year  of  bereavement.  The  researcher  provided  the  nonprofessional 
facilitators  with  review  in  communication  skills,  specifically,  active  listening, 
paraphrasing,  and  reflection  of  feelings.  The  researcher  also  reviewed 
Bowlby's  attachment  theory  and  Worden's  grief  theory  with  emphasis  on  the 
tasks  of  grief.  Ouestions  prepared  for  the  participants  by  the  researcher  were 
then  discussed,  and  the  structure  of  the  intervention  was  described  and  role 
played.  The  series  of  questions  related  to  the  tasks  of  grief  composed  by  the 
researcher  (Appendix  C)  was  utilized  by  the  nonprofessional  facilitators.  The 
design  of  the  discussion  experience  was  shaped  by  review  of  the  literature 
regarding  inten/iews  with  the  bereaved  and  the  researcher's  clinical 
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experience.  Explorations  of  feelings,  thoughts,  and  behaviors  since  the  death 
was  encouraged  following  Worden's  principles  for  counselors  of  the  bereaved 
(Worden,  1991).  This  segment  lasted  approximately  45  minutes. 

The  study  was  conducted  in  the  offices  of  Catholic  Social  Services  in 
Orlando  and  Lakeland.  Permission  for  the  use  of  these  facilities  was  granted  by 
their  respective  executive  directors.  The  researcher  introduced  herself  and  the 
nonprofessional  facilitators  to  the  participants  (Appendix  D).  Infonned  consent 
was  elicited  from  each  of  the  participants  (Appendix  E).  Participants  then 
received  the  proscribed  treatment  for  their  randomized  group  assignment.  The 
remainder  of  treatment  was  administered  as  indicated  as  necessary  to  insure 
completion  of  all  forms  of  treatment  by  all  groups. 

Assessment  Techniques 

The  Grief  Experience  Inventory  (GEI)  (Sanders  et  al.,  1985)  was 
developed  to  meet  the  need  for  an  objective  multidimensional  measure  of  grief. 
It  consists  of  135  statements  found  to  be  associated  with  the  grief  process  which 
are  printed  in  a  reusable  booklet:  True  or  False  responses  are  recorded  on  a 
separate  answer  sheet.  It  may  be  administered  to  individuals  or  groups  and 
requires  approximately  20  minutes  to  complete.  Complete  instmctions  are 
printed  on  the  cover  of  the  booklet  and  may  be  read  aloud  (Appendix  F).  The 
GEI  items  yield  scores  on  12  scales,  including  3  validity  scales  and  9  clinical 
scales.  There  also  are  6  research  scales  that  are  not  recommended  for  clinical 
use  (Sanders  et  al.,  1985)  and  which  were  not  used  in  this  study.  The  three 
validity  scales  were  used  to  screen  participants  for  appropriateness  for  the 
study;  all  widows  scores  were  in  acceptable  ranges,  thus  no  widow  who 
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completed  the  assessment  was  excluded  from  the  study.  Only  six  of  the 
bereavement  scales  were  used  In  this  study.  They  are  Despair  (Des), 
Anger/Hostility  (AH),  Loss  of  Control  (LC),  Rumination  (Ru),  Depersonalization 
(DR),  and  Somatization  (Som).  These  scales  sample  the  multidimensional 
domain  of  the  grief  experience.  The  scales  may  then  be  charted  to  fomi  a 
profile.  Due  to  the  limited  use  of  scales  in  this  study,  profiles  were  not  used. 

The  GEI  may  be  scored  by  hand  using  response  sheets  and  scoring 
stencils  available  from  the  publisher.  Raw  scores  are  counted  and  transferred 
from  the  bottom  of  the  answer  sheet  to  the  corresponding  mari<s  at  the  bottom  of 
the  profile.  The  profile  is  designed  so  that  the  T-scores  are  obtained  by  plotting 
raw  scores  on  the  appropriate  grid. 

The  sample  of  693  participants  on  which  the  GEI  was  validated  was 
developed  from  two  different  groups  of  bereaved  individuals  and  additional 
participants  from  studies  of  colleagues  of  the  researchers.  They  were  from  all 
age  levels  and  various  bereavement  periods.  Each  had  lost  a  close  relative 
through  death.  The  combined  group  was  used  to  develop  the  reference  profile. 
Three  case  studies  are  included  in  the  manual  as  illustrations  of  the  use  of  the 
profile. 

Item  analysis  was  performed  on  the  responses  of  135  volunteer 
participants,  each  of  whom  had  experienced  the  death  of  a  close  relative  within 
the  previous  year.  Items  were  grouped  into  scales  according  to  their  content 
based  on  the  authors'  knowledge  of  theory  and  empirical  findings  in  the  field  of 
grief  and  bereavement.  Items  were  correlated  with  the  Denial  scale.  If  an  item 
correlated  .30  or  greater,  it  was  deleted  from  the  item  pool  because  such  items 
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were  assumed  to  be  highly  affected  by  a  social  desirability  set.  The  second 
step  was  the  calculation  of  item  remainder  coefficients  for  each  item  and  the 
remainder  of  the  items  on  the  scale  to  which  it  had  been  assigned.  Any  item 
which  correlated  greater  than  .30  was  retained.  Finally,  an  item  was  deleted  if  it 
correlated  as  much  with  the  score  on  any  other  scale  as  it  did  with  the 
remainder  of  the  items  on  the  scale  to  which  it  had  been  assigned.  Thus, 
convergent  and  discriminant  validity  of  the  GEI  was  achieved. 

Reliability  of  the  GEI  has  been  studied  in  several  samples.  Cronbach 
alphas  ranged  from  .52  (for  the  6-item  Guilt  scale)  to  .81  (for  the  20-item 
Somatization  scale).  This  study  will  utilize  the  six  Bereavement  Scales  only 
(Table  3.6). 

Table  3.6 

Reliability  Estimates  of  GEI  Scales 


Scale  Name 

#  of  Items 

Alpha 

Despair  (Des) 

18 

.84 

Anger/Hostility  (AH) 

9 

.69 

Loss  of  Control  (LC) 

9 

.68 

Rumination  (Ru) 

12 

.69 

Depersonalization  (DR) 

8 

.72 

Somatization  (Som) 

20 

.81 

72 

Validity  of  the  GEI  has  been  explored  in  several  samples  by  correlation 
with  personality  inventories  measuring  similar  constructs.  For  example,  the 
scales  on  the  GEI  were  compared  with  scales  on  the  Minnesota  Multiphasic 
Personality  Inventory  (MMPI).  Intercorrelations  were  reported  as  modest, 
ranging  from  .31  (on  the  9-item  Loss  of  Control)  to  .80  (on  the  18-item  Despair). 

The  manual  of  the  GEI  provides  a  complete  description  of  interpretation 
of  results  of  scores  for  each  scale  and  profile.  For  example,  the  authors  note 
that  the  Denial  scale  will  detect  rather  naive  defensiveness,  but  individuals  with 
more  psychologically  sophisticated  defensive  strategies  will  not  be  identified  by 
the  scale.  Moreover,  use  of  denial,  if  not  too  extreme,  may  be  an  adaptive 
coping  mechanism  in  dealing  with  a  death.  Individuals  with  slight  elevations  on 
the  Denial  scale  may  be  doing  better  than  those  who  are  unprotected  from  the 
pain  of  grief  (Manual  for  the  Grief  Experience  Inventory,  1985). 

Research  Procedures 

Data  were  collected  by  the  researcher  in  the  offices  of  Catholic  Social 
Services  in  Orlando  and  Lakeland,  Florida.  In  each  office  the  control  group  and 
two  treatment  groups  met  and  were  greeted  by  the  researcher  who  then 
introduced  the  nonprofessional  facilitators  and  acquired  informed  consent  from 
each  participant.  Group  I  (control)  was  led  to  one  room  for  administration  of  the 
GEI  and  collection  of  demographic  data.  Instructions  were  read  and  answer 
sheets  were  collected  by  the  facilitator.  The  video  and  interaction  with  the 
facilitator  with  the  predetermined  questions  followed  immediately.  Group  II  was 
led  to  another  room,  introduced  to  a  second  nonprofessional  facilitator,  and  the 
video  was  administered.  After  the  video.  Group  II  received  GEI  instructions  from 


the  facilitator  and  completed  the  questionnaire  and  demographic  data  which 
were  collected  by  the  facilitator.  The  discussion  of  the  predetermined  questions 
with  the  nonprofessional  facilitator  followed  immediately.  Group  III  was  led  to  a 
third  room,  introduced  to  a  third  nonprofessional  facilitator,  and  immediately 
received  the  video,  followed  by  a  discussion  of  predetermined  questions  with 
the  facilitator.  After  45  minutes  of  discussion,  the  GEI  instructions  were  read  by 
the  facilitator  and  administered  to  Group  III.  Answer  sheets  and  demographic 
data  were  collected  by  the  facilitator.  The  researcher  answered  any  questions, 
collected  the  answer  sheets,  and  thanked  the  participants  at  the  end  of  each 
group  session. 

Facilitator  Training 
Bereavement  ministers  from  several  local  churches  acted  as 
nonprofessional  facilitators  in  this  study.  They  have  had  no  fomial  training  in 
counseling  but  have  received  some  pertinent  training  from  the  Diocese  of 
Orlando  Office  of  Lay  Ministry  in  group  theory  and  practice,  grief  theory,  and 
counseling  and  general  communication  skills.  The  researcher  supplemented 
this  training  with  provision  of  a  2-hour  review  of  active  listening  skills,  grief 
theory,  and  group  process.  The  nonprofessional  facilitators  also  received  a 
copy  of  predetermined  questions  written  by  the  researcher  which  focus  on 
Worden's  tasks  of  grief.  They  practiced  utilization  of  the  questions  through  role 
play  under  the  guidance  of  the  researcher.  Emphasis  was  placed  on  active 
listening,  paraphrasing,  and  reflection  of  feelings. 
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Hypotheses 

The  following  hypotheses  were  tested  in  this  study: 

1 .  There  is  no  significant  difference  in  levels  of  despair  on  the  Grief 
Experience  Inventory  among  participants  who  received  no  treatment  and  those 
who  participated  in  the  video  or  the  video  plus  discussion  treatment. 

2.  There  is  no  significant  difference  in  levels  of  rumination  on  the  Grief 
Experience  Inventory  among  participants  who  received  no  treatment  and  those 
who  participated  in  the  video  or  the  video  plus  discussion  treatment. 

3.  There  is  no  significant  difference  in  levels  of  somatization  on  the  Grief 
Experience  Inventory  among  participants  who  received  no  treatment  and  those 
who  participated  in  the  video  or  the  video  plus  discussion  treatment. 

4.  There  is  no  significant  difference  in  levels  of  depersonalization  on  the 
Grief  Experience  Inventory  among  participants  who  received  no  treatment  and 
those  who  participated  in  the  video  or  the  video  plus  discussion  treatment.. 

5.  There  is  no  significant  difference  in  levels  of  anger/hostility  on  the 
Grief  Experience  Inventory  among  participants  who  received  no  treatment  and 
those  who  participated  in  the  video  or  the  video  plus  discussion  treatment. 

6.  There  is  no  significant  difference  in  levels  of  loss  of  control  on  the 
Grief  Experience  Inventory  among  participants  who  received  no  treatment  and 
those  who  participated  in  the  video  or  the  video  plus  discussion  treatment. 

Data  Analyses 

Analysis  of  covariance  (ANCOVA)  was  the  primary  data  analysis  used  to 
evaluate  the  hypotheses  for  this  study.  Age  and  length  of  time  since  death  of 
spouse  were  the  covariates  for  each  analysis.  Because  there  were  multiple 
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outcome  measures,  a  series  of  six  ANCOVAs  were  planned,  one  for  each 
dependent  variable  from  the  GEI:  (a)  Despair  (Des),  (b)  Anger/Hostility  (AH),  (c) 
Loss  of  Control  (LC),  (d)  Rumination  (Ru),  (e)  Depersonalization  (DR),  and  (f) 
Somatization  (Som). 

To  ensure  that  the  ANCOVA  properly  modeled  the  effects  of  the 
treatment,  higher-order  models  with  two-  and  three-way  interactions  for  group, 
age,  and  length  of  time  since  death  were  first  tested.  Interactions  were 
significant  in  several  variables,  thus  higher-order  effects  were  examined  in  lieu 
of  the  main  effects  in  the  hypotheses.  For  those  variables  with  no  interactions, 
results  of  the  main  effects  analyses  for  the  various  ANCOVAs  were  used  to 
evaluate  each  hypotheses.  The  level  of  statistical  significance  of  the  findings 
was  set  at  .05. 


CHAPTER  4 
RESULTS 

The  purpose  of  this  study  was  to  investigate  the  effects  of  two  different 
forms  of  intervention  on  the  bereavement  outcome  of  mid-life  widows.  A  sample 
of  53  widows  aged  40  to  55  who  had  been  bereaved  for  3  to  12  months 
participated  in  the  study.  The  participants  were  randomly  assigned  to  one  of 
three  groups:  a  nonintervention  control  group  (Group  I),  a  group  who  watched  a 
brief  videotape  presentation  on  grief  and  bereavement  (Group  II),  and  a  group 
who  not  only  watched  the  grief  and  bereavement  videotape  presentation  but 
also  participated  in  a  discussion  of  grief  with  other  bereaved  widows  (Group  III). 
Six  aspects  of  bereavement  outcome  were  assessed  by  means  of  participants' 
responses  to  the  Grief  Experience  Inventory  (GEI).  These  six  aspects  were  (a) 
levels  of  despair  reported,  (b)  levels  of  anger/hostility  reported,  (c)  levels  of  loss 
of  control  reported,  (d)  levels  of  rumination  reported,  (e)  levels  of 
depersonalization  reported,  and  (f)  levels  of  somatization  reported. 

Because  it  was  assumed  that  the  level  of  bereavement  outcome  reported 
for  each  of  these  six  variables  would  be  a  function,  in  part,  of  a  participant's  age 
and  length  of  bereavement  as  well  as  a  function  of  treatment  effects,  an  analysis 
of  covariance  was  selected  as  the  most  appropriate  procedure  for  controlling  for 
the  effects  of  participants'  age  and  length  of  bereavement.  A  series  of  six 


76 


ANCOVAs  were  planned  to  test  the  effects  of  the  various  treatment  conditions 
on  each  aspect  of  bereavement  outcome  after  controlling  for  participants'  age 
and  length  of  bereavement.  However,  full  interaction  models  were  first  tested  to 
assure  that  a  common  slope  (i.e.,  homogeniety  of  regression)  could  be 
assumed.  The  results  of  these  analyses  of  participants  scores  on  each  of  the 
six  bereavement  variables  are  presented  in  this  chapter. 

Despair 

Each  woman's  level  of  despair  was  indexed  by  a  scale  on  the  Grief 
Experience  Inventory  comprised  of  items  measuring  the  extent  of  pessimism, 
hopelessness,  and  low  self-esteem  reported  by  a  respondent.  The  higher  the 
despair  score,  the  greater  the  extent  of  despair  reported.  It  was  assumed  that 
the  level  of  despair  reported  would  be  a  function,  in  part,  of  the  participants'  age 
and  length  of  bereavement  as  well  as  a  function  of  treatment  effects.  Thus,  prior 
to  using  the  covariance  analysis,  a  comparison  of  women's  scores  on  the 
despair  scale  (the  dependent  variable)  was  first  tested  using  a  full  interaction 
model  with  treatment  group,  age,  and  months  bereaved  serving  as  independent 
variables.  As  shown  in  Table  4.1,  there  were  significant  interactions  by  months 
bereaved  and  age  of  participant  as  well  as  by  treatment  group.  More 
specifically,  not  only  were  there  significant  differences  in  the  level  of  despair 
reported  among  participants  in  different  treatment  groups  (F  =  6.40,  p  <  .01), 
there  were  also  significant  interactions  between  months  bereaved  and 
treatment  group  membership  (F  =  4.52,  p  <  .05),  between  the  participants'  age 
and  treatment  group  membership  (F  =  7.27,  p  <.01),  and  between  months 
bereaved,  age  and  treatment  group  (F  =  5.27,  p  <  .01).  These  interactions 
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suggested  that  parallel  regression  slopes  among  the  three  groups  could  not  be 
assumed.  Thus,  the  interaction  model  was  maintained  and  the  interactions 
were  examined. 

Table  4.1 

Interaction  Model  of  Despair  ^Bereavement  Outcome^ 


Source  df  Sum  of  Squares  F 


1  icaimcni 

1070.04 

6.40** 

Months  bereaved 

1 

655.70 

7.85** 

Months  bereaved 
X  Treatment 

2 

754.93 

4.52* 

Age 

1 

589.85 

7.06** 

Age  X  Treatment 

2 

1215.53 

7.27** 

Months  bereaved 
X  Age 

1 

587.19 

7.03** 

Months  bereaved 
X  Age  X  Treatment 

2 

880.72 

5.27** 

Error 

41 

3425.95 

*p  <.05,  **p  <.01 


Examination  of  the  results  of  the  3-way  interaction  revealed  some 
interesting  findings.  First,  there  were  significant  differences  as  a  function  of  age 
in  the  amount  of  despair  reported  among  women  in  each  of  the  four 
bereavement  categories  (bereaved  for  3  months,  6  months,  9  months,  or  12 


months).  Second,  the  amount  of  despair  reported  seems  to  be  a  combined 
function  not  just  of  age  and  length  of  bereavement  but  of  treatment  group 
membership  as  well.  More  specifically,  the  comparative  impact  of  the  three 
conditions  on  participants'  despair  level  changed  as  a  function  of  the  age  and 
length  of  bereavement  of  the  participant.  For  example,  in  examining  the  level  of 
despair  reported  by  women  in  the  control  group  (who  received  no  intervention 
prior  to  completing  the  Grief  Experience  Inventory),  younger  aged  widows  (40 
years  old)  bereaved  for  3  months  reported  significantly  higher  levels  of  despair 
than  older  aged  widows  bereaved  for  3  months.  In  contrast,  younger  aged 
widows  bereaved  for  12  months  reported  significantly  less  despair  than  older 
aged  widows  bereaved  12  months.  Figure  4.1  presents  a  visual  graph  of  the 
data. 
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6  mos. 


9  mos. 
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45  yrs. 
40  yrs. 
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Figure  4.1.  Despair  for  control  group  with  age  and  months  bereaved. 


In  contrast,  women  in  the  video  treatment  group  who  were  bereaved  3 
months  showed  only  slight  differences  by  age  with  women  aged  40  reporting 
slightly  higher  levels  of  despair  than  older  widows  bereaved  a  similar  length  of 
time.  However,  as  can  be  seen  in  Figure  4.2,  widows  in  this  group  who  had 
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been  bereaved  12  months  showed  no  significant  differences  by  age  in  their 
despair  levels. 
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Figure  4.2.  Despair  for  video  treatment  group  with  age  and  months  bereaved. 

Finally,  widows  in  the  third  treatment  group  (those  who  participated  in  the 
video  and  discussion  treatment)  revealed  a  pattern  of  despair  scores  that  was 
more  similar  to  the  control  group  than  the  second  group.  In  this  third  group 
younger  widows  who  were  bereaved  for  3  months  reported  higher  levels  of 
despair  than  older  widows  bereaved  a  similar  length  of  time.  However,  younger 
widows  in  this  group  who  were  bereaved  for  12  months  reported  lower  levels  of 
despair  than  older  widows  bereaved  for  the  same  time  period,  (see  Figure  4.3). 
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Figure  4.3.  Despair  for  video  with  interaction  treatment  group  with  age  and 
months  bereaved. 
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To  derive  a  different  picture  of  significant  differences  in  despair  as  a 
function  of  treatment  group,  age,  and  period  of  bereavement,  levels  of  despair 
scores  of  women  in  the  four  different  age  categories  (i.e.,  40-,  45-,  50-,  and  55- 
year-old  widows)  were  plotted  by  treatment  group  and  bereavement  period.  As 
can  be  seen  in  Figures  4.4  through  4.7,  the  pattern  of  despair  scores  differed  by 
age  across  treatment  groups  and  bereavement  period.  For  example,  for  age  40 
widows  at  the  3-month  bereavement  period,  widows  in  the  nonintervention 
group  (Group  1)  reported  the  highest  level  of  despair,  followed  by  widows  in  the 
video/discussion  group  (Group  3).  Both  of  these  groups  reported  significantly 
higher  scores  than  the  widows  in  the  group  who  experienced  only  the  video 
(Group  2).  However,  40-year-old  widows  at  the  12-month  bereavement  period 
in  all  three  groups  demonstrated  significantly  less  despair  than  widows  in 
treatment  Groups  1  and  3  at  3  months. 

In  contrast,  widows  aged  45  showed  lower  levels  of  despair  at  the  3- 
month  bereavement  period  than  did  widows  age  40  at  that  period.  Furthemriore, 
45-year-old  widows  at  the  3-month  period  of  bereavement  in  each  of  the  three 
treatement  groups  reported  quite  similar  levels  of  despair.  Although  women  in 
the  45-year-old  group  at  3  months  bereaved  had  the  same  pattern  as  40-year- 
old  widows  in  that  group.  Groups  1  and  3  had  higher  despair  scores  than  Group 
2.  There  was  also  a  similar  pattem  of  lower  despair  scores  in  45-year-old 
widows  for  those  bereaved  at  12  months  than  at  3  months  bereaved. 

Among  50-year-old  widows,  in  contrast,  despair  scores  were  slightly 
lower  among  participants  bereaved  3  months  who  were  in  Groups  1  and  3  than 
those  in  Group  2,  but  in  the  groups  bereaved  12  months  the  pattem  reversed 
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itself  with  the  group  receiving  the  video/discussion  intervention  reporting 
despair  scores  higher  than  the  other  two  treatment  groups  at  12  months  while 
Group  2  reported  the  least.  Finally,  among  55-year-old  widows  at  the  3-month 
bereavement  period,  we  see  a  somewhat  similar  but  more  extreme  pattern  of 
the  effects  of  the  three  treatment  groups  to  that  of  the  50-year-old  widows 
bereaved  3  months.  Widows  aged  55  bereaved  3  months  who  were  in  Group  2 
(the  video-only  group)  reported  significantly  higher  despair  scores  than  did 
widows  bereaved  a  similar  length  of  time  who  were  in  Groups  1  and  3. 
However,  55-year-old  widows  bereaved  12  months  showed  a  reverse  pattem, 
with  Groups  3  and  1  reporting  significantly  higher  despair  scores  than  Group  2. 
Thus,  the  treatment  groups  had  a  differential  impact  on  women  as  a  function  of 
age  and  length  of  bereavment.  The  younger  age  widows  demonstrated 
significantly  higher  levels  of  despair  at  3  months  in  the  control  and  video/ 
discussion  groups  than  the  widows  in  the  video-only  group.  However,  at  12 
months  younger  widows  in  all  groups  showed  significantly  less  despair  than  the 
3-month  groups.  Moreover,  among  the  two  older  groups  a  reverse  pattern  of 
treatment  effects  was  demonstrated  between  groups  at  the  two  bereavement 
periods.  At  the  3-month  bereavement  period  older  women  reported  more 
despair  in  the  video-only  group  (Group  2)  than  did  women  in  the  other  two 
treatment  groups.  However,  at  12  months  bereaved  Group  2  participants 
reported  significantly  less  despair  than  the  other  two  treatment  groups. 

In  summary,  it  is  shown  that  participation  in  the  three  treatments  affected 
widows  of  different  ages  at  different  bereavement  periods  in  distinctively 
different  ways  in  terms  of  the  levels  of  despair  they  demonstrated.  Thus,  any 
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comparative  statement  about  the  impact  of  these  varying  treatments  upon  the 
despair  level  of  widowed  women  must  consider  age  and  length  of  bereavement 
of  the  participants. 


Figure  4.4.  Despair  for  all  treatment  Figure  4.5.  Despair  for  all  treatment 
groups  at  age  40.  groups  at  age  45. 


AGE  50 


AGE  55 


Figure  4.6.  Despair  for  all  treatment 
groups  at  age  50. 


Figure  4.7.  Despair  for  all  treatment 
groups  at  age  55. 


84 

Rumination 

The  second  dependent  measure,  rumination  (Ru),  was  measured  by  a 
scale  on  the  Grief  Experience  Inventory  indicating  items  measuring  the  extent  of 
time  spent  thinking  of  the  deceased.  The  higher  the  rumination  score,  the 
greater  level  of  rumination  reported.  It  was  assumed  that  the  level  of  rumination 
reported  would  be  a  function,  in  part,  of  the  participants'  age  and  length  of 
bereavement  as  well  as  a  function  of  treatment  effects.  Thus,  prior  to  using  the 
covariance  analysis,  a  comparison  of  widow's  scores  on  the  rumination  scale 
(the  dependent  variable)  was  first  tested  using  a  full  interaction  model  with 
treatment  group,  age,  and  months  bereaved  serving  as  independent  variables. 
As  shown  in  Table  4.2,  there  were  significant  interactions  by  months  bereaved 
and  age  of  participant  as  well  as  by  treatment  group.  More  specifically,  not  only 
were  there  significant  differences  in  the  level  of  rumination  reported  among 
participants  in  different  treatment  groups  (F  =  5.49,  p  <.01),  there  were  also 
significant  interactions  between  months  bereaved  and  treatment  group 
membership  (F  =  4.30,  p  <.05),  between  the  participants'  age  and  treatment 
group  membership  (F  =  5.75,  p  <.01),  and  between  months  bereaved,  age,  and 
treatment  group  (F  =  4.59,  p  <.05).  These  interactions  suggested  that  parallel 
regression  slopes  among  the  three  groups  could  not  be  assumed.  Thus,  the 
interaction  model  was  maintained  and  the  interactions  were  examined. 

Examinination  of  the  results  of  the  3-way  interaction  demonstrated  a 
similar  pattem  to  despair.  As  with  despair,  there  were  significant  differences  as 
a  function  of  age  in  the  amount  of  rumination  reported  among  widows  in  each  of 
the  four  bereavement  categories  (bereaved  for  3  months,  6  months,  9  months. 
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Table  4.2 

Interaction  Model  of  Rumination  (Bereavement  Outcome) 


Source 

df 

Sum  of  Squares 

F 

Treatment 

2 

807.53 

5.49" 

Months  bereaved 

1 

206.16 

0.10 

Months  bereaved  x 
Treatment 

2 

632.41 

4.30* 

Age 

1 

217.28 

2.95 

Age  X  Treatment 

2 

845.40 

5.75** 

Months  bereaved  x 
Age 

1 

147.07 

2.00 

Months  bereaved  x 
Age  x  Treatment 

2 

675.91 

4.59* 

Error 

41 

3016.17 

*p  <  .05,  **p  <  .01 


or  12  months).  Moreover,  the  amount  of  rumination  reported  was  a  combined 
function  not  just  of  age  and  length  of  bereavement  but  of  treatment  group 
membership  as  well.  More  specifically,  as  with  despair,  the  comparative  impact 
of  the  three  conditions  on  participants'  rumination  level  changed  as  a  function  of 
the  age  and  length  of  bereavement  of  the  participant.  For  example,  in 
examining  the  level  of  rumination  reported  by  women  in  the  control  group  (who 
received  no  intervention  prior  to  completing  the  Grief  Experience  Inventory), 
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younger  aged  widows  (40  years  old)  bereaved  for  3  months  reported 
significantly  higher  levels  of  rumination  than  older  aged  widows  bereaved  for  3 
months.  In  contrast,  younger  aged  widows  bereaved  for  12  months  reported 
significantly  less  despair  than  older  aged  widows  bereaved  12  months.  Figure 
4.8  presents  a  visual  graph  of  the  data. 


55  yrs. 
50  yrs. 
_45  yrs. 
^40  yrs. 


3  mos. 


6  mos. 


9  mos. 


1 2  mos. 


Months 


Figure  4.8.  Rumination  for  control  group  with  age  and  months  bereaved. 


In  contrast,  women  in  the  video  treatment  group  who  were  bereaved  3 
months  showed  only  slight  differences  by  age  with  women  aged  40  reporting 
slightly  higher  levels  of  rumination  than  older  widows  bereaved  a  similar  length 
of  time.  Moreover,  as  can  be  seen  in  Figure  4.9,  although  widows  in  this  group 
who  had  been  bereaved  1 2  months  also  showed  slight  differences  by  age  in 
their  rumination  levels,  younger  widows  indicated  higher  levels  of  rumination 
than  those  widows  who  were  older. 

Finally,  widows  in  the  third  treatment  group  (those  who  participated  in  the 
video  and  discussion  treatment)  revealed  a  pattern  of  rumination  scores  that 
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Figure  4.9.  Rumination  for  video  treatment  group  with  age  and  months 
bereaved. 


was  more  similar  to  the  control  group  than  the  second  group.  In  this  third  group 
younger  widows  who  were  bereaved  for  three  months  reported  higher  levels  of 
rumination  than  older  widows  bereaved  a  similar  length  of  time.  However, 
younger  widows  in  this  group  who  were  bereaved  for  12  months  reported  lower 
levels  of  rumination  than  older  widows  bereaved  for  the  same  time  period. 
Figure  4.10  presents  a  visual  graph  of  the  data  which  approximates  the  pattern 
for  the  control  group  participants  and  also  is  similar  to  the  results  for  the  third 
treatment  group  for  despair. 
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Fiqurg  4.10.  Rumination  for  video  with  interaction  treatment  group  with  age  and 
months  bereaved. 
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Once  again,  in  order  to  derive  a  different  picture  of  significant 
differences  in  rumination  as  a  function  of  treatment  group,  age,  and  period  of 
bereavement,  levels  of  rumination  scores  of  women  in  the  four  different  age 
categories  (i.e.,  40-,  45-,  50-,  and  55-year-old  women)  were  plotted  by 
treatment  group  and  bereavement  period.  As  can  be  seen  in  Figures  4.1 1 
through  4.14,  the  pattern  of  rumination  scores  differed  by  age  across  treatment 
groups  and  bereavement  period.  For  example,  for  age  40  widows  at  the  3- 
month  bereavement  period,  widows  in  the  nonintervention  group  (Group  1) 
reported  the  highest  level  of  rumination,  followed  closely  by  widows  in  the 
video/discussion  group  (Group  3).  Both  of  these  groups  had  significantly 
higher  scores  than  the  widows  in  the  group  who  experienced  only  the  video 
(Group  2).  However,  for  40-year-old  widows  at  the  12-month  bereavement 
period,  treatment  Groups  1  and  3  demonstrated  less  rumination  than  widows 
in  the  video-only  treatment  group  (Group  2).  Moreover,  widows  in  Groups  1 
and  3  demonstrated  significantly  less  rumination  at  12  months  bereaved  when 
compared  to  those  widows  in  Groups  1  and  3  who  were  3  months  bereaved. 
In  contrast,  widows  in  Group  2  indicated  similar  rumination  scores  when 
bereaved  3  months  and  12  months. 

In  contrast,  widows  aged  45  showed  significantly  lower  levels  of 
rumination  at  the  3-month  bereavement  period  than  did  widows  age  40  at  that 
period.  Furthennore,  45-year-old  widows  at  the  3-month  period  of 
bereavement  in  treatment  Groups  1  and  3  reported  quite  similar  levels  of 
rumination,  while  those  in  the  video-only  treatment  group  reported  lower  levels 
of  rumination.  Moreover,  although  women  in  the  45-year-old  group  at  3 
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months  bereaved  had  the  same  pattem  as  40-year-old  widows  in  that  group, 
Groups  1  and  3  had  higher  rumination  scores  than  Group  2.  There  was  also  a 
similar  pattem  of  lower  despair  scores  in  45-year-old  widows  for  those 
bereaved  at  12  months  than  at  3  months  bereaved. 

Among  50-year-old  widows,  in  contrast,  rumination  scores  were  slightly 
lower  among  participants  bereaved  3  months  who  were  in  Groups  1  and  2 
than  those  in  Group  3,  while  for  the  groups  bereaved  12  months  the  pattern 
remained  similar,  with  lower  scores  overall  for  those  bereaved  12  months 
when  compared  to  those  bereaved  3  months. 

Finally,  among  55-year-old  widows  at  the  3-month  bereavement  period, 
there  is  a  significant  difference  to  those  at  age  50.  For  widows  age  55,  those 
in  treatment  Group  3  (video  with  discussion)  indicated  greater  levels  of 
rumination  than  the  nonintervention  treatment  group  or  video-only  treatment 
groups  when  bereaved  3  months.  However,  55-year-old  widows  at  1 2  months 
bereaved  showed  a  reverse  pattern  for  those  in  Groups  1  and  3  as  compared 
to  widows  at  3  months  bereaved.  Moreover,  Group  2  participants  who  were  12 
months  bereaved  reported  similar  rumination  scores  as  Group  2  at  3  months 
bereaved.  Thus,  the  treatment  groups  had  a  differential  impact  on  women  as  a 
function  of  age  and  length  of  bereavment.  The  younger  age  widows 
demonstrated  significantly  higher  levels  of  rumination  at  3  months  in  the 
control  and  video/discussion  groups  than  the  widows  in  the  video-only 
group.  Furthermore,  at  12  months  only  those  younger  widows  in  Groups  1 
and  3  showed  significantly  less  rumination  than  the  3-month  groups. 
However,  among  the  age  50  groups.  Group  3  demonstrated  a  higher  level 
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of  rumination  than  the  other  treatment  groups  at  both  3  months  bereaved  and 
12  months  bereaved,  while  for  age  55,  widows  in  Group  3  indicated 
significantly  higher  levels  of  rumination  when  bereaved  3  months,  but  when 
bereaved  12  months,  recorded  lower  levels  of  rumination  than  Groups  1 
and  2. 

In  summary,  participation  in  the  three  treatments  affected  widows  of 
different  ages  at  different  bereavement  periods  in  distinctively  different  ways  in 
terms  of  the  levels  of  rumination  they  demonstrated.  Thus,  any  comparative 
statement  about  the  impact  of  these  varying  treatments  upon  the  rumination 
level  of  widowed  women  must  consider  age  and  length  of  bereavement  of  the 
participants. 


4  +  1  1  30^  1  1  1 
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Figure  4.11.  Rumination  for  all  treatment  Figure  4.12.  Rumination  for  all 
groups  at  age  40.  treatment  groups  at  age  45. 
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Somatization 

Each  widow's  level  of  somatization  (Som)  was  indexed  by  a  scale  on  the 
Grief  Experience  Inventory  comprised  of  items  measuring  the  extent  of  somatic 
(physical)  problems.  Higher  scores  on  somatization  indicated  a  greater  extent 
of  physical  symptoms  reported  by  the  participant.  It  was  assumed  that  the  level 
of  somatization  reported  would  be  a  function,  in  part,  of  the  participants'  age 
and  length  of  bereavement  as  well  as  a  function  of  treatment  effects.  Thus,  prior 
to  using  the  covariance  analysis,  a  comparison  of  women's  scores  on  the 
somatization  scale  (the  dependent  variable)  was  first  tested  using  a  full 
interaction  model  with  treatment  group,  age,  and  months  bereaved  serving  as 
independent  variables.  As  shown  in  Table  4.3  there  were  significant  effects  for 
treatment  (F  =  4.74,  p  <.01)  and  the  interaction  of  months  bereaved  and 
treatment  group  (F  =  4.65,  p  <  .05).  This  interaction  suggested  that  parallel 
regression  slopes  among  the  three  groups  could  not  be  assumed.  However,  no 
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significant  interactions  were  found  for  age.  Thus,  a  reduced  interaction  model 
was  maintained  and  the  months  bereaved  by  treatment  interaction  was 
examined. 

Table  4.3 

Interaction  Model  of  Somatization  (Bereavement  Outcome) 


Source 

df 

Sum  of  Squares 

F 

Treatment 

2 

986.41 

4.74" 

Months  bereaved 

1 

8.41 

0.08 

Months  bereaved  x 
Treatment 

2 

967.50 

4.65* 

Age 

1 

0.87 

0.01 

Error 

46 

4785.27 

*p  <.05,  "p  <.01 


Examination  of  results  revealed  that  there  were  differences  as  a 
combined  function  of  time  bereaved  and  group  membership.  For  example,  at 
the  3-month  bereavement  period,  widows  in  the  nonintervention  group  (Group 
1)  reported  significantly  greater  levels  of  somatization  than  those  in  the 
video/discussion  group  (Group  3)  but  lower  levels  of  somatization  than  those  in 
the  video-only  group  (Group  2).  Similar  findings  occurred  for  those  widows 
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who  were  6  months  bereaved.  In  contrast,  for  widows  who  were  9  months 
bereaved,  members  in  Group  2  reported  lower  levels  of  somatization  than  the 
women  in  Groups  1  and  3.  Finally,  as  can  be  seen  in  Figure  4.15,  at  the  12- 
month  bereavement  period.  Group  2  demonstrated  the  lowest  scores. 
However,  Groups  1  and  3  showed  no  significant  differences  in  levels  of 
somatization. 

In  summary,  it  is  evident  that  participation  in  the  three  treatments  affected 
widows  of  different  bereavement  periods  in  distinctively  different  ways. 
However,  age  was  not  shown  to  be  a  significant  factor  in  determination  of 
somatization  levels  of  widows  ages  40  to  55.  Thus,  any  comparative  statement 
about  the  impact  of  these  varying  treatments  upon  the  somatization  level  of 
widowed  women  must  consider  length  of  bereavement  only. 
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Figure  4.15.  Somatization  for  all  groups  with  months  bereaved. 


12  mos. 


Depersonalization 
Each  widow's  level  of  depersonalization  (DR)  was  indexed  by  a  scale 
on  the  Grief  Experience  Inventory  comprised  of  items  measuring  the  extent  of 
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the  dimensions  of  shock,  numbness,  and  confusion  frequently  found  in 
intense  bereavement  as  reported  by  a  respondent.  The  higher  the  score,  the 
greater  the  extent  of  depersonalization  reported.  It  was  assumed  that  the 
level  of  depersonalization  reported  would  be  a  function,  in  part,  of  the 
participants'  age  and  length  of  bereavement  as  well  as  a  function  of  treatment 
effects.  Thus,  prior  to  using  the  covariance  analysis,  a  comparison  of 
women's  scores  on  the  depersonalization  scale  (the  dependent  variable)  was 
first  tested  using  a  full  interaction  model  with  treatment  group,  age,  and 
months  bereaved  serving  as  independent  variables.  Only  the  treatment  and 
months  bereaved  interaction  was  significant  in  the  full  interaction  model. 
Thus,  a  reduced  model  was  implemented.  However,  no  interaction  was 
found  with  treatment  and  months  bereaved  in  the  reduced  model  indicating 
only  a  significant  effect  (F  =  3.56,  p  <.05)  as  a  result  of  treatment  as  presented 
in  Table  4.4. 

Examination  of  results  indicated  significant  differences  were  found  in  the 
three  groups  in  levels  of  depersonalization.  Members  of  the  non-intervention 
group  (Group  1)  reported  lower  levels  of  depersonalization  (-20.68)  than  either 
the  video-only  treatment  group  (Group  2)  (1.22)  or  the  video/discussion 
treatment  group  (Group  3)  (0.00).  Shown  in  Table  4.5  is  the  regression  model 
for  all  treatment  groups. 

In  summary,  significant  differences  were  found  among  the  three 
treatment  groups  with  the  control  group  reporting  significantly  lower  scores  than 
the  video-only  and  video/discussion  groups. 


Table  4.4 

Interaction  Model  of  Depersonalization  (Bereavement  Outcome) 
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Source 

df 

Sum  of  Squares 

F 

Treatment 

2 

497.93 

3.56* 

Months  bereaved 

1 

167.02 

2.39 

Months  bereaved  x 
Treatment 

2 

431.66 

3.09 

Age 

1 

7.61 

0.11 

Error 

46 

3216.47 

*p<.05 


Anoer/Hostillty 

Each  woman's  level  of  anger/hostility  was  indexed  by  a  scale  on  the 
Grief  Experience  Inventory  comprised  of  items  measuring  the  extent  of  irritation, 
anger,  and  feelings  of  injustice  reported  by  a  respondent.  The  higher  the 
anger/hostility  score,  the  greater  the  extent  of  anger/hostility  reported.  It  was 
assumed  that  the  level  of  anger/hostility  reported  would  be  a  function,  in  part,  of 
the  participants'  age  and  length  of  bereavement  as  well  as  a  function  of 
treatment  effects.  Thus,  prior  to  using  the  covariance  analysis,  a  comparison  of 
women's  scores  on  the  anger/hostility  scale  (the  dependent  variable)  was  first 
tested  using  a  full  interaction  model  with  treatment  group,  age,  and  months 
bereaved  serving  as  independent  variables.  As  shown  in  Table  4.6,  there  were 
significant  interactions  by  months  bereaved  and  age  of  participant  as  well  as  by 


Table  4.5 

Regression  Model  of  Depersonalization  (Bereavement  Outcome) 


Variable  Estimate  Standard  Error       Pr  >  T 


Intercept 

69.23 

14.39 

0.0001 

Control  group 

-20.68 

9.68 

0.04* 

Video  treatment 
group 

1.22 

9.17 

0.89 

Video  with 
interaction  group 

0.00 

Months  bereaved 

-1.00 

0.81 

0.23 

Months  bereaved  x 
Treatment-Control 

1.82 

1.14 

0.19 

Months  bereaved  x 
treatment-Video  only 

-0.97 

1.14 

0.40 

Months  bereaved  x 
treatment-video  with 
interaction 

0.00 

Age 

-0.08 

0.24 

0.74 

Error 

46 

3216.47 

*p  <.05 
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Table  4.6 

Interaction  Model  of  Anqer/Hostility(Bereavement  Outcome) 


oource 

rif 

^iim  nf  5^ni]flrp^ 

F 

Treatment 

2 

889.98 

4.03* 

Months  bereaved 

1 

376.82 

3.41 

Months  bereaved  x 
Treatment 

2 

686.16 

3.10 

Age 

1 

347.06 

3.14 

Age  X  Treatment 

2 

950.07 

4.30 

Months  bereaved  x 
Age 

1 

374.60 

3.39 

Months  bereaved  x 
Age  x  Treatment 

2 

746.49 

3.38* 

Error 

41 

4532.34 

*p  <.05 


treatment  group.  More  specifically,  not  only  were  there  significant  differences 
in  the  level  of  despair  reported  among  participants  in  different  treatment  groups 
(F  =  4.03,  p  <  .05),  there  were  also  significant  interactions  between  the 
participants'  age  and  treatment  group  membership  (F  =  4.30,  p  <.05),  and 


between  months  bereaved,  age  and  treatment  group  (F  =  3.38,  p  <  .05).  These 
interactions  suggested  that  parallel  regression  slopes  among  the  three  groups 
could  not  be  assumed.  Thus  the  interaction  model  was  maintained  and  the 
interactions  were  examined. 

Examination  of  the  results  of  the  three-way  interaction  again  revealed 
some  interesting  findings.  First,  there  are  significant  differences  as  a  function 
of  age  and  treatment  in  the  amount  of  anger/hostility  in  each  of  the  four 
bereavement  categories  (bereaved  for  3  months,  6  months,  9  months,  and  12 
months).  Second,  the  amount  of  anger/hostility  reported  is  a  combined 
function  of  treatment  group  membership,  age,  and  length  of  time  bereaved. 
More  specifically,  the  comparative  impact  of  the  three  conditions  on 
participants'  anger/hostility  level  changed  as  a  function  of  age  and  length  of 
bereavement  of  the  participant.  For  example,  in  examining  the  level  of 
anger/hostility  reported  by  widows  in  the  control  group  (Group  1),  younger 
aged  widows  (40  years  old)  bereaved  for  3  months  reported  significantly 
higher  levels  of  anger/hostility  than  older  widows  bereaved  for  3  months.  In 
contrast,  younger  aged  widows  bereaved  12  months  reported  significantly  less 
anger/hostility  than  older  widows  bereaved  12  months.  Figure  4.16  presents  a 
visual  graph  of  the  data. 

In  contrast,  widows  in  the  video  treatment  group  who  were  bereaved  3 
months  showed  a  reverse  pattem,  with  older  widows  reporting  greater  levels  of 
anger/hostility.  However,  as  can  be  seen  in  Figure  4.17,  widows  in  this  group 
who  had  been  bereaved  twelve  months  showed  minimal  differences  by  age  in 
their  levels  of  anger/hostility. 
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Figure  4.16.  Anger/Hostility  for  control  group  with  age  and  months  bereaved. 


Figure  4.17.  Anger/Hostility  for  video  treatment  group  with  age  and  months 
bereaved. 

Finally,  widows  in  the  third  treatment  group  (those  who  participated  in  the 
video  and  discussion  treatment)  revealed  a  pattern  of  anger/hostility  scores  that 
was  almost  identical  to  the  control  group.  In  this  third  group  younger  widows 
who  were  bereaved  for  3  months  reported  higher  levels  of  despair  than  older 
widows  bereaved  a  similar  length  of  time.  However,  younger  widows  in  this 
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group  who  were  bereaved  for  twelve  months  reported  lower  levels  of  despair 
than  older  widows  bereaved  for  the  same  time  period  (see  Figure  4.18). 
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Figure  4.18.  Anger/Hostility  for  video  interaction  treatment  group  with  age 
and  months  bereaved. 

Once  again,  to  illustrate  how  anger/hostility  levels  changed  significantly 
as  a  function  of  treatment  group,  age,  and  period  of  bereavement,  levels  of 
anger/hostility  scores  of  women  in  the  four  different  age  categories  (i.e.,  40-, 
45-,  50-,  and  55-year-old  women)  were  plotted  by  treatment  group  and 
bereavement  period.  As  can  be  seen  in  Figures  4.19  through  4.22,  the  pattern 
of  anger/hostility  scores  differed  by  age  across  treatment  groups  and 
bereavement  period.  For  example,  for  age  40  widows  at  the  3-month 
bereavement  period,  widows  in  the  video/discussion  group  (Group  3)  reported 
the  highest  level  of  anger/hostility,  followed  closely  by  widows  in  the 
nonintervention  group  (Group  1).  As  with  despair,  both  of  these  groups  had 
significantly  higher  scores  than  the  widows  in  the  group  who  experienced  only 
the  video  (Group  2).  However,  40-year-old  widows  at  the  12-month 
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bereavement  period  showed  lower  levels  of  anger/hostility  for  members  of 
Groups  1  and  3,  but  not  for  Group  2,  when  compared  with  those  widows  at  the 
3-month  bereavement  period. 

Among  45-year-old  widows,  levels  of  anger/hostility  at  the  3-month 
bereavement  period  were  lowest  for  Group  2  but  higher  than  40-year-old 
widows.  Group  1  and  3  levels  of  anger/hostility  at  3  months  bereaved  were 
quite  similar  but  significantly  lower  than  those  for  40-year-old  widows  at  that 
time  period.  Furthermore,  45-year-old  women  at  12  months  bereavment 
showed  lowest  levels  of  anger/hostility  for  the  control  group,  followed  by  Group 
2.  Moreover,  scores  for  40-  and  45-year-old  widows  at  12  months  bereaved 
were  remarkably  similar  for  all  groups. 

In  contrast,  among  50-year-old  widows,  anger/hostility  scores  were 
slightly  lower  among  participants  bereaved  3  months  who  were  in  Groups  1  and 
3  than  those  in  Group  2.  Also,  there  was  no  significant  difference  in  levels  of 
anger/hostilty  reported  by  members  of  Groups  1  and  3  at  the  3-month 
bereavement  period.  However,  at  12  months  bereaved  members  of  the 
video/discussion  group  reported  the  highest  level  of  anger/hostility  followed 
closely  by  the  widows  in  the  nonintervention  group  and  then  members  of  the 
video-only  group.  Finally,  among  55-year-old  widows  at  the  3-month 
bereavement  period,  there  is  a  reverse  of  the  report  for  younger  widows  at  that 
time  period.  Group  2  reported  the  highest  level  of  anger/hostility  at  that  time 
period,  while  Groups  1  and  3  reported  much  lower  levels  and  also  showed  no 
significant  differences  by  group  in  their  anger/hostility  levels.  Thus,  once  again 
it  is  clear  that  the  treatment  groups  had  a  differential  impact  on  women  as  a 
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Figure  4.19.  Anger/Hostility  for  all 
treatment  groups  at  age  40. 


Figure  4.20.  Anger/Hostility  for  all 
treatment  groups  at  age  45. 
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Figure  4.21.  Anger/Hostility  for  all 
treatment  groups  at  age  50. 


Figure  4.22.  Anger/Hostility  for  all 
treatment  groups  at  age  55. 


function  of  age  and  length  of  bereavement.  The  younger  aged  widows 
demonstrated  higher  levels  of  anger/hostility  in  the  control  and  video/ 
discussion  groups  than  the  widows  in  the  video-only  group.  However,  at  12 
months  younger  widows  in  Groups  1  and  3  showed  less  anger/hostility  than  the 
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3-month  group,  but  Group  2  showed  either  a  minimally  significant  rise  (age  40) 
or  no  rise  (age  45)  in  levels  of  anger/hostility.  However,  for  older  widows  at  3 
months  bereaved,  levels  of  anger/hostility  for  the  video-only  group  were 
highest,  while  at  12  months  bereaved  Group  3  reported  higher  levels  and  those 
levels  also  varied  within  the  older  age  (ages  50  and  55)  groups. 

Thus,  in  summary,  participation  in  the  three  treatments  affected  widows 
of  different  ages  at  different  bereavement  periods  in  significantly  different  ways 
in  terms  of  the  levels  of  anger/hostility  they  demonstrated.  Moreover,  any 
comparative  statement  about  the  impact  of  these  varying  treatments  upon  the 
anger/hostility  level  of  widowed  women  must  consider  age  and  length  of 
bereavement  of  the  participants. 

Loss  of  Control 

Each  woman's  loss  of  control  was  indexed  by  a  scale  on  the  Grief 
Experience  Inventory  comprised  of  items  measuring  the  individual's  inability  to 
control  their  overt  emotional  experience  reported.  The  higher  the  loss  of  control 
score,  the  greater  the  extent  of  loss  of  control  reported.  It  was  assumed  that  the 
level  of  loss  of  control  reported  would  be  a  function,  in  part,  of  the  participants' 
age  and  length  of  bereavement  as  well  as  a  function  of  treatment  effects.  Thus, 
prior  to  using  the  covariance  analysis,  a  comparison  of  women's  scores  on  the 
loss  of  control  scale  (the  dependent  variable)  was  first  tested  using  a  full 
interaction  model  with  treatment  group,  age,  and  months  bereaved  serving  as 
independent  variables.  As  shown  in  Table  4.7,  there  were  significant 
interactions  by  months  bereaved  and  age  of  participant  as  well  as  by  treatment 
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Table  4.7 

Interaction  Model  of  Loss  of  Control  (Bereavement  Outcome) 


Source 

df 

Sum  of  Squares 

F 

Treatment 

2 

740.36 

3.75* 

Months  bereaved 

1 

90.71 

0.92 

Months  bereaved  x 
Treatment 

2 

875.00 

4.44* 

Age 

1 

73.48 

0.75 

Age  X  1  reaimeni 

0*r/  .OO 

*r.OU 

Months  bereaved  x 
Age 

1 

69.05 

0.70 

Months  bereaved  x 
Age  X  Treatment 

2 

1018.79 

5.17** 

Error 

41 

4043.46 

*p  <  .05.  **p  <  .01 


group.  More  specifically,  not  only  were  there  significant  differences  in  the  level 
of  loss  of  control  reported  among  participants  in  different  treatment  groups  (F  = 
3.75,  p  <  .05),  there  were  also  significant  interactions  between  months 
bereaved  and  treatment  group  membership  (F  =  4.44,  p  <  .05),  between  the 
participants'  age  and  treatment  group  membership  (F  =  4.30,  p  <.05),  and 
between  months  bereaved,  age,  and  treatment  group  (F  =  5.17,  p  <  .01).  These 
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interactions  suggested  that  parallel  regression  slopes  among  the  three  groups 
could  not  be  assumed.  Thus,  the  interaction  model  was  maintained,  and  the 
interactions  were  examined. 

Examination  of  the  results  of  the  three-way  interaction  again  revealed 
similar  findings  as  those  for  other  scales.  First,  there  were  differences  as  a 
combined  function  of  months  bereaved  and  treatment  as  well  as  age  and 
treatment.  Second,  the  amount  of  loss  of  control  reported  also  is  a  combined 
function  of  age,  months  bereaved,  and  treatment.  For  example,  in  examining 
the  level  of  loss  of  control  reported  by  widows  in  the  control  group,  younger 
aged  widows  (40  years  old)  bereaved  for  3  months  reported  significantly  higher 
levels  of  loss  of  control  than  older  aged  widows  bereaved  for  3  months.  In 
contrast,  younger  aged  widows  bereaved  for  1 2  months  reported  significantly 
less  loss  of  control  than  older  aged  widows  bereaved  1 2  months.  A  visual 
graph  of  the  data  is  shown  in  Figure  4.23. 


3  mos. 


6  mos. 


9  mos. 


40  yrs. 
12  mos. 


Months 


Figure  4.23.  Loss  of  Control  for  control  group  with  age  and  months  bereaved. 


In  contrast,  women  in  the  video  treatment  group  who  were  bereaved  3 
months  showed  only  slight  differences  by  age  with  women  aged  40  reporting 
slightly  higher  levels  of  loss  of  control  than  older  widows  bereaved  a  similar 
length  of  time.  However,  for  those  widows  in  the  study  who  were  1 2  months 
bereaved,  younger  widows  demonstrated  greater  levels  of  loss  of  control  than 
older  widows.  Figure  4.24  presents  a  visual  graph  of  the  data. 
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Figure  4.24.  Loss  of  Control  for  video  treatment  group  with  age  and  months 
bereaved. 

Finally,  widows  in  the  third  treatment  group  (video/discussion)  revealed  a 
markedly  different  pattern  of  loss  of  control  when  compared  to  other  variable 
patterns  and  compared  to  other  groups  within  the  variable  loss  of  control.  In 
this  group,  older  widows  who  were  bereaved  3  months  showed  significantly 
higher  levels  of  loss  of  control  than  younger  widows  bereaved  a  similar  length 
of  time.  However,  scores  reported  for  all  age  groups  at  3  months  bereaved 
were  extremely  close  on  this  scale.  Moreover,  for  those  widows  who  were  12 
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months  bereaved,  there  was  little  significant  difference  in  reported  levels  of  loss 
of  control.  However,  as  shown  in  Figure  4.25,  all  age  groups  with  the  exception 
of  those  widows  aged  55,  showed  increased  levels  of  loss  of  control  when 
compared  with  widows  bereaved  3  months. 
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Figure  4.25.  Loss  of  Control  for  video  with  interaction  group  with  age  and 
months  bereaved. 

Lastly,  in  order  to  derive  a  different  picture  of  significant  differences  in 
loss  of  control  as  a  function  of  treatment  group,  age,  and  period  of 
bereavement,  levels  of  loss  of  control  scores  of  women  in  the  four  different  age 
categories  (i.e.,  40-,  45-,  50-,  and  55-year-old  women)  were  plotted  by 
treatment  group  and  bereavement  period.  As  can  be  seen  in  Figures  4.26 
through  4.29,  the  pattern  of  loss  of  control  scores  differed  by  age  across 
treatment  groups  and  bereavement  period.  For  example,  for  aged  40  widows  at 
the  3-month  bereavement  period,  widows  in  the  nonintervention  group  (Group 
1)  reported  the  highest  level  of  loss  of  control  followed  by  widows  in  the  video- 
only  group  (Group  2)  and  then  the  video/discussion  group  (Group  3).  Both 
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intervention  groups  had  significantly  lower  scores  than  the  widows  in  the 
nonintervention  group.  However,  40-year-old  widows  in  Group  1  at  the  12- 
month  bereavement  period  demonstrated  significantly  less  loss  of  control  than 
either  of  the  other  groups. 

In  contrast,  although  widows  age  45  reported  highest  levels  of  loss  of 
control  when  in  Group  1 ,  the  scores  were  not  as  extreme  as  those  for  40-year- 
old  widows  in  a  comparable  control  group.  Moreover,  for  this  age  group  at  3 
months  bereaved,  members  of  Group  2  reported  higher  levels  of  loss  of  control 
than  members  of  Group  3.  For  widows  who  were  12  months  bereaved,  levels  of 
loss  of  control  were  reversed  for  Groups  1  and  3  when  compared  with  widows 
at  the  3-month  bereavement  period.  Group  2  level  of  loss  of  control  at  the  12- 
month  bereavement  period  reported  scores  higher  than  Group  1  and  lower  than 
Group  3  but  not  significantly  different  than  those  for  widows  bereaved  3  months. 

Among  50-year-old  widows,  loss  of  control  scores  were  only  slightly 
signifiantly  different  for  widows  bereaved  3  months,  with  Group  2  reporting 
greater  levels  of  loss  of  control  than  other  groups.  However,  that  pattem 
reversed  for  widows  who  were  12  months  bereaved,  with  Group  2  reporting 
lower  levels  of  loss  of  control,  while  Groups  1  and  3  were  not  significantly 
different.  Finally,  among  55-year-old  widows  at  the  3-month  bereavement 
period,  Group  1  reported  the  lowest  level  of  loss  of  control  followed  by  Group  3 
and  then  Group  2.  Interestingly,  Group  1  scores  were  lower  than  for  all  other  3- 
month  bereaved  widows.  At  12  months,  however,  reversal  of  scores  again  was 
shown  with  Group  1  reporting  significantly  greater  levels  of  loss  of  control  and 
Group  2  reporting  lowest  levels.  Group  3  widows  who  were  3  months  bereaved 
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and  Group  3  widows  who  were  12  months  bereaved  showed  no  significant 
differences.  Thus,  the  treatment  groups  had  a  differential  impact  on  women  as 
a  function  of  age  and  length  of  bereavment.  The  younger  age  widows 
demonstrated  significantly  higher  levels  of  loss  of  control  at  3  months  in  the 
control  group  than  widows  in  either  of  the  intervention  groups.  However,  at  12 
months  younger  widows  in  the  control  group  showed  significantly  less  loss  of 
control  than  the  two  intervention  groups.  Moreover,  among  older  widows  a 
reverse  pattem  of  treatment  effects  was  demonstrated.  At  3  months  older 
women  reported  greater  loss  of  control  in  the  video-only  group  (Group  2)  than 
the  other  two  treatment  groups.  However,  at  12  months  bereaved  Group  2 
participants  reported  significantly  less  loss  of  control  than  the  other  two 
treatment  groups. 

In  summary,  participation  in  the  three  treatments  affected  widows  of 
different  ages  at  different  bereavement  periods  in  distinctively  different  ways  in 
temns  of  the  levels  of  loss  of  control  they  demonstrated.  Thus,  any  comparative 
statement  about  the  impact  of  these  varying  treatments  upon  the  loss  of  control 
level  of  widowed  women  must  consider  age  and  length  of  bereavement  of  the 
participants. 
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Figure  4.26.  Loss  of  control  for  all 
treatment  groups  at  age  40. 
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Figure  4.27.  Loss  of  control  for  all 
treatment  groups  at  age  45. 
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Figure  4.28.  Loss  of  control  for  all 
treatment  groups  at  age  50. 


Figure  4.29.  Loss  of  control  for  all 
treatment  groups  at  age  55. 


CHAPTER  5 
DISCUSSION 

Two  short-term  intervention  approaches  were  designed  to  enhance  the 
bereavement  adjustment  of  mid-life  women  who  had  recently  lost  their  spouses 
to  death.  It  was  hoped  that  these  treatment  approaches  would  assist  bereaved 
widows  in  understanding  and  accepting  their  grieving  process  and  that  such 
changes  in  understanding  and  acceptance  of  grieving  would  lead  to  a  reduction 
in  the  reported  emotional,  cognitive,  and  behavioral  reactions  frequently 
associated  with  acute  grieving.  It  was  assumed  that  widows  who  had  been 
bereaved  for  differing  lengths  of  time  might  be  impacted  differently  by  the 
interventions  and  that  the  age  of  the  woman  also  might  affect  the  impact  of  the 
interventions.  Consequently,  this  study  sought  to  assess  the  influence  of  these 
two  short-term  interventions  on  women  differing  in  age  and  length  of 
bereavement. 

A  total  of  53  women,  all  of  whom  were  self-selected,  participated  in  the 
study.  The  women  were  randomly  assigned  to  one  of  three  groups~(a)  a 
control  group  that  received  no  treatment,  (b)  a  video-only  treatment  group,  and 
(c)  a  video  and  discussion  treatment  group-and  then  assessed  in  terms  of  six 
indices  of  grieving  measured  by  means  of  the  Grief  Experience  Inventory. 
These  six  indices,  representing  different  emotional,  cognitive,  and  behavioral 
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aspects  associated  with  grieving,  were  despair,  anger/hostility,  rumination, 
somatization,  depersonalization,  and  loss  of  control.  For  each  of  these  six 
variables,  the  women's  scores  from  each  of  the  three  groups  were  compared 
after  controlling  for  age  and  length  of  bereavement  by  means  of  an  analysis  of 
covariance  procedure.  A  discussion  of  the  results  of  these  analyses  will  be 
presented  in  this  chapter.  In  addition,  the  limitations  and  implications  of  this 
study  as  well  as  recommendations  for  future  research  will  be  addressed. 

Discussion  of  the  Results 

Hypothesis  1 

The  first  hypothesis,  which  stated  that  there  would  be  no  significant 
differences  in  scores  on  the  despair  subscale  of  the  Grief  Experience  Inventory 
among  participants  in  the  three  treatment  groups,  was  not  supported  by  the  data 
in  this  study.  Furthermore,  participants'  age  and  length  of  bereavement 
differentially  affected  the  outcome  of  participants'  experience  in  each  of  the 
three  groups. 

This  scale  measures  the  most  pervasive  psychological  expression  of 
grief.  High  scores  indicate  that  the  bereaved  is  turned  inward,  focusing  on  self, 
preoccupied,  and  dysphoric.  Several  emotions  are  represented  in  the  scale 
including  depression,  anxiety,  fear,  and  hopelessness  (Sanders,  Maugher,  & 
Strong,  1985).  Illustrative  of  these  emotions  are  GEI  items  such  as  item  39,  "I 
rarely  feel  enthusiastic  about  anything"  (T),  and  item  57,  "Looking  at 
photographs  of  the  deceased  is  too  painful  for  me"  (T). 

The  analysis  of  despair  subscale  scores  for  women  in  each  of  the  three 
groups  (Group  1  =  control  group.  Group  2  =  video-only  treatment  group,  Group 
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3  =  video  and  discussion  treatment  group)  revealed  that  wliile  there  were 
significant  differences  among  participants  in  the  three  groups,  these  differences 
could  not  solely  be  explained  by  treatment  group  membership.  Instead,  the 
participant's  age  and  length  of  bereavement  significantly  interacted  with  the 
participant's  treatment  group  membership  to  affect  the  level  of  despair  reported. 
For  example,  among  the  control  group  who  received  no  treatment,  the  youngest 
group  of  widows  (age  40)  bereaved  only  3  months  reported  significantly  more 
despair  than  did  older  groups  of  widows  (aged  45,  50,  and  55)  bereaved  a 
similar  length  of  time.  However,  among  widows  bereaved  1 2  months  who  were 
in  the  control  group,  the  older  widows  reported  significantly  more  despair  than 
did  the  younger  widows. 

These  findings  suggest  that  not  only  are  there  differences  in  the  grief 
experiences  reported  by  women  in  the  three  treatment  conditions  but  also  that 
both  age  and  length  of  bereavement  affect  how  grief  is  experienced  among 
widowed  women  experiencing  these  different  conditions.  Let  us  examine  this 
latter  point  of  age  and  time  differences  first.  Although  several  different 
researchers  (Gove  &  Shin,  1989;  Kitson  &  Zyzanski,  1987;  Parkes  &  Brown, 
1972)  have  reported  that  widowed  persons  describe  themselves  as 
experiencing  increased  psychological  symptoms  such  as  depression  during 
bereavement,  there  is  limited  data  available  to  substantiate  how  a  mid-life 
bereaved  person's  level  of  despair  or  depression  changes  over  time  during 
grieving  (e.g.,  at  what  length  of  time  after  bereavement  does  despair  increase  or 
decrease).  Theorists  (Bowlby,  1980;  Worden,  1991)  who  proposed  a  task 
model  of  grief  resolution  imply  that  certain  emotional,  cognitive,  and  behavioral 
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responses  to  grieving  change  over  time  (e.g.,  that  persons  who  are  dealing  with 
the  latter  tasks  of  grieving  will  demonstrate  less  despair  than  those  dealing  with 
earlier  tasks).  Moreover,  there  is  some  empirical  evidence  to  suggest  a 
definitive  pattem  of  change  over  time  in  the  bereaved  person's  emotional, 
cognitive,  or  behavioral  grief  responses  (Raphael,  1984;  Zisook  &  Shuchter, 
1985,  1986).  However,  it  must  be  noted  that  the  tenii  "over  time"  frequently 
referred  to  longer  bereavement  periods  (over  one  year)  and  later  periods  of 
bereavement  (after  the  first  year)  in  these  studies.  In  contrast,  the  findings  from 
this  study  suggest  that  there  are  instead  varied  pattems  of  bereavement 
adaptation/adjustment  over  time  in  the  first  year  of  bereavement  which  depend, 
among  other  things,  on  the  age  within  the  mid-life  period  at  which  a  woman  is 
bereaved.  In  this  study  sample,  younger  widows  demonstrated  significantly 
higher  levels  of  despair  than  did  older  widows  during  the  early  stages  of 
bereavement  than  did  widows  of  similar  age  in  the  later  bereavement  period. 
This  finding  is  supported  by  other  research  reports  (Beckwith  et  al.,  1990; 
Parkes,  1987;  Stroebe  et  al.,  1993)  in  which  younger  widows  were  reported  to 
demonstrate  more  intense  feelings  about  their  spouse's  death  early  in  their 
bereavement. 

However,  the  pattem  of  older  widows  not  receiving  treatment  reporting 
significantly  more  despair  at  12  months  than  widows  of  a  similar  age  at  3 
months  is  a  surprising  finding  which  has  not  been  reported  previously  in  the 
literature.  Perhaps  the  anniversary  of  the  death  is  more  meaningful  for  older 
widows  than  younger.  Moreover,  younger  widows  may  be  busier  with  children 
or  more  actively  involved  in  the  work  force.  Although  many  of  the  women  in  this 
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study  indicated  that  they  had  children  living  at  home,  specific  information  was 
not  sought  as  to  number,  age,  or  level  of  dependency  of  the  child.  Thus,  no 
statement  can  be  made  regarding  the  impact  of  factors  such  as  children  in  the 
lives  of  the  widows  in  this  study. 

In  examining  the  women's  despair  levels  across  treatment  conditions, 
unexpected  pattems  of  treatment  effects  emerge.  Although  it  was  hoped  that 
participants  in  the  two  treatment/intervention  groups  would  demonstrate 
significantly  lower  levels  of  despair  than  control  group  participants,  this  was  not 
the  case.  Instead,  a  much  more  variable  pattem  of  treatment  effects  was  noted, 
with  age  and  length  of  bereavement  strongly  influencing  the  treatment  condition 
impact  on  despair.  More  specifically,  younger  widows  in  the  40-  and  45-year- 
old  age  groups  who  received  either  the  control  condition  (Group  1)  or  the  video 
plus  discussion  (Group  3)  and  were  in  the  first  9  months  of  bereavement 
reported  significantly  more  despair  than  did  the  same  age  and  time  bereaved 
participants  of  the  video  treatment  condition  (Group  2).  In  contrast,  older 
widows  in  the  50-  and  55-year-old  age  groups  who  were  in  Group  2  reported 
more  despair  than  the  control  group  participants  or  the  video  plus  discussion 
group  participants  in  the  first  6  months  following  bereavement.  These  findings 
suggest  that  there  might  be  a  different  "fit"  between  the  nature  of  the  treatment 
condition  and  the  style  of  adaptation  of  the  widow  as  a  function  of  age.  Perhaps 
older  widows  utilize  Bowlby's  (1980)  defensive  exclusion  for  longer  periods  of 
time  during  bereavement  and  thus  do  not  acknowledge  the  death  as  quickly  as 
younger  widows.  Another  factor  may  be  that  discussion  of  the  event  around  the 
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anniversary  of  the  death  at  12  months  may  be  more  meaningful  to  older  widows 
and  prompt  renewed  feelings  of  despair. 

In  contrast,  however,  Group  2  (video  only)  showed  the  lowest  levels  of 
despair  of  the  three  groups  for  40-  and  45-year-old  widows  in  early 
bereavement,  whereas  in  older  widows,  scores  at  that  time  period  were  highest 
of  the  three  groups.  Thus,  we  may  be  observing  a  pattern  in  which  a  soothing 
video  alone  may  mitigate  levels  of  despair  for  younger  widows  but  increase 
despair  in  older  widows  in  early  bereavement.  Perhaps  the  video  validated 
feelings  as  well  as  provided  reassurance  for  the  grief  experience  and  hope  for 
younger  widows  in  this  group  but  served  to  confront  older  members  with  reality. 
However,  for  women  in  later  bereavement  periods,  levels  of  despair  for  Group  2 
were  low  for  all  age  groups  and  lowest  of  the  three  treatment  groups  for  older 
widows.  Thus,  it  may  be  that  video  only  as  treatment  may  offer  widows  at  later 
bereavement  periods  some  solace,  while  combining  the  video  with  a  discussion 
may  increase  levels  of  expressed  despair  for  many  widows.  Thus,  a  definitive 
statement  about  how  members  of  the  three  groups  compare  cannot  be  made 
without  considering  their  age  and  length  of  bereavement. 

In  summary,  examination  of  the  impact  of  the  intervention  fonnats  on 
widows  differing  in  age  and  length  of  bereavement  reveals  a  varied  response 
among  participants.  It  is  speculated  that  the  type  of  impact  the  intervention  has 
on  participants  may  depend  not  only  upon  the  length  of  time  bereaved  but  also 
upon  the  style  or  level  of  readiness  of  the  participant.  Bowlby  (1980)  and 
Worden  (1991)  posited  that  the  bereaved  must  continue  to  process  information 
which  will  help  them  face  the  reality  of  the  death.  The  provision  of  information 
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may  help  them  sort  out  and  label  their  feelings  and  experience  which,  in  turn, 
may  result  in  increased  reporting  of  feelings/behaviors.  Thus,  intervention  may 
indeed  heighten  psychological  responses  while  the  bereaved  complete  Tasks  I 
and  II,  facing  the  reality  of  the  death  and  experiencing  the  pain  of  grief. 
Elevation  of  scores  on  despair  may  be  positive  for  some  widows  at  some 
bereavement  periods,  while  lower  scores  may  be  positive  for  other  widows  at 
other  times  during  bereavement.  It  may  be  that  one  form  of  intervention  actually 
has  the  effect  of  exacerbating  certain  emotions  for  one  group  while  being 
reassuring  and  calming  for  another.  As  noted  by  Zisook  and  Shuchter  (1986), 
there  remains  confusion  regarding  the  definition  of  positive  and  negative 
bereavement  outcome.  This  suggests  that  future  researchers  should  consider 
ways  to  define  further  terms  used  in  bereavement  and  clarify  the  style/phase  of 
the  bereaved  person  to  insure  an  optimal  fit  of  intervention. 
Hypothesis  2 

The  second  hypothesis,  which  stated  that  there  would  be  no  significant 
differences  in  scores  on  the  rumination  subscale  of  the  Grief  Experience 
Inventory  among  participants  in  the  three  treatment  groups,  was  not  supported 
by  the  data  in  this  study.  Furthermore,  participants'  age  and  length  of 
bereavement  differentially  affected  the  outcome  of  participants'  experience  in 
each  of  the  three  groups. 

Sanders  (1989)  referred  to  rumination  as  a  necessary  part  of  doing  the 
work  of  grief.  From  the  perspective  of  Bowlby's  (1980)  attachment  theory,  it  may 
be  said  that  ruminating  provides  an  opportunity  for  the  bereaved  to  attempt  to 
reattach  to  the  deceased.  Examples  of  statements  of  rumination  used  in  the  GEI 
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include  item  21,  "It  was  difficult  to  part  with  tlie  clothing  and  personal  articles  of 
the  deceased"  (T),  and  item  80,  "I  sometimes  talk  with  the  picture  of  the 
deceased"  (T). 

As  with  the  despair  subscale,  the  analysis  of  rumination  subscale  scores 
for  women  in  each  of  the  three  groups  (Group  1  =  control  group.  Group  2  = 
video-only  treatment  group,  Group  3  =  video  and  discussion  treatment  group) 
revealed  that  while  there  were  significant  differences  among  participants  in  the 
three  groups,  these  differences  could  not  be  explained  solely  by  treatment 
group  membership.  Instead,  the  participant's  age  and  length  of  bereavement 
significantly  interacted  with  the  participant's  treatment  group  membership  to 
affect  the  level  of  rumination  reported.  For  example,  among  the  control  group 
who  received  no  treatment,  the  youngest  group  of  widows  (aged  40)  bereaved 
only  3  months  reported  significantly  more  rumination  than  did  older  groups  of 
widows  (aged  45,  50,  and  55)  bereaved  a  similar  length  of  time.  However, 
among  widows  bereaved  12  months  who  were  in  the  control  group,  the  older 
widows  reported  significantly  more  rumination  than  did  the  younger  widows. 

These  findings  again  suggest  that  not  only  are  there  differences  in  the 
grief  experiences  reported  by  women  in  the  three  treatment  conditions,  but  also 
that  both  age  and  length  of  bereavement  affect  how  grief  is  experienced  among 
widowed  women  experiencing  these  different  conditions.  As  with  despair,  it  is 
important  to  examine  this  latter  point  of  age  and  time  differences  first.  Many 
researchers  (Bowlby,  1980;  Parkes  &  Brown,  1972;  Raphael,  1984;  Sanders, 
1989;  Stroebe  et  al.,  1993)  have  suggested  that  rumination  is  an  integral  and 
necessary  part  of  the  bereavement  process.  Moreover,  these  researchers 
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indicated  that  greater  levels  of  rumination  can  be  expected  when  the  bereaved 
are  in  the  early  tinne  periods  of  bereavement  and  younger  in  age.  Theorists 
(Bowlby,  1980;  Worden,  1991)  have  also  indicated  that  rumination  is 
appropriate  and  necessary  for  completion  of  various  tasks  of  grief  but  imply  that 
rumination  will  decrease  over  time  bereaved  as  the  widow  adjusts  to  life  without 
the  deceased.  As  expected,  in  this  study,  when  viewed  by  age,  younger  widows 
indicated  higher  levels  of  rumination  overall  than  older  widows.  However,  when 
viewed  by  length  of  time  bereaved,  those  widows  who  were  bereaved  12 
months  sometimes  demonstrated  higher  levels  of  rumination  than  those  widows 
bereaved  3  months,  particularly  when  older.  Once  more,  in  contrast  to  earlier 
reports,  the  findings  from  this  study  suggest  that  there  are  instead  varied 
patterns  of  rumination  in  bereavement  adaptation/adjustment  over  time  in  the 
first  year  of  bereavement  which  depend,  among  other  things,  on  the  age  within 
the  mid-life  period  at  which  a  woman  is  bereaved  and  length  of  time  bereaved. 
Perhaps  the  anniversary  date  prompted  memories  of  the  loved  one,  which 
contributed  to  increased  levels  of  rumination  in  some  widows,  particularly  when 
older.  At  age  50  or  55,  widows  may  be  more  sensitive  to  anniversary  dates  of 
death,  and  for  many  reasons.  Without  more  information  about  each  widow's 
personal  circumstances,  it  is  difficult  to  speculate  about  the  reasons  for  the 
variability  in  scores  for  older  widows  in  later  bereavement  periods.  However, 
we  may  hypothesize  that  they  may  have  been  more  dependent  on  their  spouse 
financially  than  younger  widows  who  may  have  a  career  or  an  active  life  in  the 
work  force.  Furthermore,  their  children  may  have  left  home,  thus  they  may  lack 
social  support  and  diversion  from  the  pain  of  grief.  Socioeconomic  factors  also 
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have  been  shown  to  affect  bereavement  outcome  in  many  bereaved 
populations  (Gallagher,  Breckenridge,  Thompson,  &  Peterson,  1983;  Sanders, 
1989).  However,  no  statement  can  be  made  regarding  the  impact  of  these 
factors  on  the  lives  of  the  widows  in  this  study. 

In  examining  the  women's  rumination  levels  across  treatment  groups, 
once  again  unexpected  pattems  of  treatment  effects  emerged.  For  example,  it 
was  hoped  that  the  video-only  and  video/discussion  treatment  groups  would 
demonstrate  significantly  lower  levels  of  rumination  than  control  group 
participants.  However,  this  was  not  always  the  case.  Instead,  a  much  more 
variable  pattern  of  treatment  effects  was  noted  with  age  and  length  of 
bereavement  strongly  influencing  the  treatment  condition  impact  on  mmination. 
More  specifically,  younger  widows  who  were  in  the  40-  and  45-year  old  age 
groups  who  received  either  the  control  condition  (Group  1)  or  the  video  plus 
discussion  (Group  3)  and  were  in  the  first  9  months  of  bereavement  reported 
significantly  more  rumination  than  did  the  same  age  and  time  bereaved 
participants  of  the  video-only  treatment  condition  (Group  2).  In  contrast,  older 
widows  in  the  55-year-old  age  group  who  were  in  either  Group  2  or  Group  3 
reported  more  rumination  than  control  group  participants  (Group  1 )  in  the  first  6 
months  of  bereavement.  Thus,  at  earlier  periods  of  bereavement,  video  only 
may  aid  in  decreasing  rumination,  particularly  if  the  widow  is  younger,  whereas 
when  older,  the  treatment  may  increase  her  rumination.  Again,  this  may  be  an 
anniversary  effect  for  older  widows. 

Moreover,  Group  2  (video  only)  showed  the  lowest  levels  of  rumination  of 
the  three  groups  for  40-  and  45-year-old  widows  in  early  bereavement,  whereas 
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in  older  widows  scores  for  Group  2  were  highest  of  the  three  groups.  Thus,  as 
with  despair,  we  may  be  observing  a  pattern  in  which  a  soothing  video  alone 
may  lower  levels  of  rumination  for  younger  widows  but  increase  rumination  in 
older  widows  in  early  bereavement.  In  consideration,  perhaps  the  video  with  its 
impersonal  soothing  message  of  hope  acted  to  keep  the  widows  future- 
oriented,  while  used  in  combination  with  discussion,  served  to  resurrect 
memories  of  the  deceased  spouse,  prompting  more  intense  thoughts  of  him. 
Moreover,  it  may  be  that  the  time  period  of  bereavement  chosen  for  this  study 
(3  to  12  months  after  the  death)  may  be  inadequate  in  that  meaningful 
decreases  in  rumination  levels  of  widows  do  not  occur  until  after  the  anniversary 
date  of  the  death,  regardless  of  intervention.  However,  a  definitive  statement 
about  how  members  of  the  three  groups  compare  cannot  be  made  without 
considering  their  age  and  length  of  bereavement. 

In  summary,  examination  of  the  impact  of  the  intervention  fonnats  on 
widows  differing  in  age  and  length  of  bereavement  reveals  a  varied  response 
among  participants.  It  is  speculated  that  the  type  of  impact  the  intervention  has 
on  participants  may  depend  not  only  upon  the  length  of  time  bereaved  but  the 
presence  of  other  important  variables,  such  as  family  involvement  (social 
support)  and  financial  independence.  As  with  despair,  intervention  may  indeed 
heighten  psychological  responses  while  the  bereaved  move  through  various 
phases  of  grief.  Parkes  (1970a)  stated  that  widows  who  were  at  any  point  of  the 
first  year  of  bereavement  could  be  expected  to  ruminate  over  their  deceased 
spouse.  Furthermore,  he  believed  it  to  be  purposeful  in  that  it  assists  the 
bereaved  in  moving  through  that  phase  of  mourning  referred  to  as 
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searching/yearning.  Consequently,  it  may  be  appropriate  to  expect  high  scores 
on  rumination  for  the  widows  in  this  study  in  their  first  year  of  bereavement, 
regardless  of  participation  in  treatment  groups.  This  suggests  that  future 
researchers  expand  efforts  to  include  widows  who  have  been  bereaved  longer 
in  their  studies.  It  also  may  be  pertinent  to  include  a  greater  variety/number  of 
variables  in  experimental  designs. 
Hypothesis  3 

The  third  hypothesis,  which  stated  that  there  would  be  no  significant 
differences  in  scores  on  the  somatization  subscale  of  the  Grief  Experience 
Inventory  among  participants  in  the  three  treatment  groups,  was  not  supported 
by  the  data  in  this  study.  Furthemnore,  participants'  length  of  bereavement 
differentially  affected  the  outcome  of  participants'  experience  in  each  of  the 
three  groups.     J  )        '  -  ^ 

Lindemann  (1944)  first  described  the  physical  sensations  often  found  in 
the  grieving  process.  Somatization  is  a  scale  that  measures  the  amount  and 
variety  of  somatic  problems  which  frequently  are  evident  in  bereaved  widows. 
They  include  tightness  in  the  throat,  weakness,  and  dry  mouth.  Examples  of 
somatization  references  on  the  GEI  are  item  59,  "I  have  no  difficulty  with 
digestion"  (F),  and  item  79,  "I  have  lost  my  appetite"  (T). 

The  analysis  of  somatization  subscale  scores  for  women  in  each  of  the 
three  groups  (Group  1  =  control  group,  Group  2  =  video-only  treatment  group, 
Group  3  =  video  and  discussion  treatment  group)  revealed  that  while  there  were 
significant  differences  among  participants  in  the  three  groups,  these  differences 
could  not  solely  be  explained  by  treatment  group  membership.  Instead,  the 
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participant's  length  of  bereavement  significantly  interacted  with  the  participant's 
treatment  group  membership  to  affect  the  level  of  somatization  reported.  For 
example,  the  control  group  who  received  no  treatment  (Group  1)  showed  higher 
scores  for  those  widows  who  were  bereaved  longer,  as  did  the  video/discussion 
(Group  3)  treatment  group.  The  video-only  treatment  group  (Group  2)  differed 
from  the  other  groups  significantly  in  those  participants  reported  higher  scores 
when  bereaved  at  3  months  than  those  at  12  months  bereaved.  Thus,  these 
findings  suggest  that  not  only  are  there  differences  in  the  grief  experiences 
reported  by  the  women  in  the  three  treatment  conditions,  but  also  that  length  of 
bereavement  may  affect  how  grief  is  experienced  among  widowed  women 
experiencing  these  different  conditions.  Although  somatization  has  been 
recognized  as  an  important  component  of  the  grief  process,  there  is  no 
empirical  evidence  that  indicates  at  what  period  of  bereavement  we  can  expect 
to  see  increased/decreased  scores  on  somatization  scales.  We  might 
hypothesize  that  somatization  would  decrease  as  the  stress  of  bereavement 
decreases  over  time  in  the  first  year  of  bereavement.  However,  for  those 
widows  who  may  be  slower  in  processing  their  grief,  somatization  may  continue 
for  longer  periods.  It  would  also  be  interesting  to  investigate  how  scores  on 
somatization  scales  compare  over  the  bereavement  period  with  scores  on  other 
scales,  such  as  anger/hostility  or  depression.  Perhaps  as  one  score 
(somatization)  rises,  the  other  (anger/hostility)  may  fall.  If  this  were  shown,  it 
may  indicate  an  internalization  of  somatization  as  anger/hostility. 

In  comparing  the  widow's  somatization  levels  across  treatment 
conditions,  unexpected  patterns  emerged  once  again.  Although  it  was  hoped 
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that  participants  in  the  two  treatment/intervention  groups  would  report 
significantly  lower  scores  of  somatization  than  control  group  participants,  this 
was  not  the  case.  Instead,  a  more  variable  pattern  of  treatment  effects  was 
noted  with  length  of  bereavement  strongly  influencing  the  treatment  condition 
impact  on  somatization.  More  specifically,  widows  in  Group  2  (video  only)  who 
were  bereaved  3  months  demonstrated  the  highest  scores,  while  those  at  12 
months  in  Group  2  reported  the  lowest  somatization  levels.  In  contrast,  scores 
for  those  widows  in  the  control  group  were  a  reverse  pattern.  Moreover,  a 
similar  pattern  emerged  for  Group  3  (video/discussion)  as  shown  for  Group  1 . 
Thus,  at  earlier  bereavement  periods  video/discussion  may  assist  in  decreasing 
somatization  reports,  while  at  later  periods  the  combined  treatment  may 
increase  levels  of  somatization.  In  contrast,  at  later  periods  of  bereavement,  the 
video  alone  may  aid  in  decreasing  somatization,  while  in  earlier  periods  it  may 
increase  levels  of  somatization.  We  might  hypothesize  that  visualizing  the  video 
alone  gave  widows  the  knowledge  base  regarding  their  physical  symptoms  but 
did  not  provide  opportunity  for  discussion  with  other  widows  who  may  have 
been  able  to  quell  fears  regarding  their  physical  health  and  offer  practical 
suggestions  for  reduction  of  symptoms.  Moreover,  as  it  has  been  shown  that 
many  psychological  components  of  the  grief  process  are  at  higher  levels  in 
early  bereavement  for  some  widows  (Bornstein  et  al.,  1973;  Clayton,  Halikas,  & 
Maurice,  1972;  Parkes,  1987),  we  may  postulate  that  levels  of  stress  rise, 
causing  physical  symptoms.  In  contrast,  of  interest  is  research  conducted  by 
Stroebe  and  Stroebe  (1987)  and  Stroebe  et  al.  (1993)  in  which  the  authors 
challenged  the  idea  that  the  bereaved  must  "work  through"  their  grief  rather  than 
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avoiding  confronting  their  loss.  Their  results  indicated  that  widows  who  avoided 
confronting  their  loss  did  not  differ  in  their  depressive  or  somatic 
symptomatology  from  widows  who  worked  through  their  grief.  Thus,  we  may  be 
seeing,  as  Stroebe  and  Stroebe  did,  a  variety  of  responses  during  the  grief 
process  in  which  the  bereaved,  regardless  of  treatment,  exhibit  certain  somatic 
conditions  as  nomial  manifestations  of  the  first  year  of  bereavement. 

In  summary,  examination  of  the  impact  of  the  intervention  fonnats  on 
widows  differing  in  length  of  bereavement  reveals  a  varied  response  among 
participants.  It  is  speculated  that  the  type  of  impact  the  intervention  has  on 
participants  may  depend  not  only  upon  the  length  of  time  bereaved  but 
amount/type  of  infomriation  about  the  grief  process  as  well  as  validation  and 
support  from  other  widows.  As  indicated  earlier,  Bowlby  (1980)  and  Worden 
(1991)  posit  that  the  bereaved  must  continue  to  process  infonnation  which  will 
help  them  face  the  reality  of  the  death.  Thus,  inten/ention  may  indeed  heighten 
physical  responses  while  the  bereaved  move  through  various  phases  of  grief. 
This  suggests  that  future  researchers  continue  efforts  to  define  and  differentiate 
nomial  somatic  complaints  of  bereavement  from  those  which  may  be 
symptomatic  of  complicated  (prolonged,  pathological,  unresolved)  bereavement 
and,  thus,  provide  clarity  for  choice  of  candidates  for  intervention.  Moreover, 
efforts  to  clarify  the  social  support  system  and  its  level  of  importance  in  widows 
lives  should  be  explored  and  included  as  a  variable  in  research  designs. 
Hvpothesis  4 

The  fourth  hypothesis,  which  stated  that  there  would  be  no  significant 
differences  in  scores  on  the  depersonalization  subscale  of  the  Grief  Experience 
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Inventory  among  participants  in  the  three  treatment  groups,  was  not  supported 
by  the  data  in  this  study. 

Depersonalization  is  a  collection  of  psychological  responses  to 
bereavement  including  numbness,  confusion  and  disbelief.  As  Sanders  (1989) 
noted,  "Once  the  loved  one  is  gone,  the  bereaved's  world  view  is  shattered"  (p. 
47).  Illustrative  of  psychological  responses  depicting  depersonalization  found 
in  the  GEI  are  item  43,  "I  sometimes  have  difficulty  believing  the  death  has 
actually  occurred"  (T),  and  item  67,  "I  have  the  feeling  that  I'm  watching  myself 
go  through  the  motions  of  living"  (T). 

The  analysis  of  depersonalization  subscale  scores  for  women  in  each  of 
the  three  groups  revealed  that  there  were  significant  differences  in  the  treatment 
groups  without  interactions  of  age  and  months  bereaved.  However,  results 
showed  that  the  control  group  (Group  1)  had  the  lowest  adjusted  mean  scores, 
and  the  video-only  treatment  group  (Group  2)  demonstrated  the  highest  scores. 
Moreover,  scores  for  Group  3  (video/discussion)  were  very  similar  to  those  of 
Group  2,  whereas  scores  for  the  control  group  were  significantly  lower  than 
either  treatement  group.  The  results  were  disappointing  in  that  it  was  hoped 
that  as  a  result  of  the  treatment  condition,  either  video  only  or  video/discussion, 
widows  would  report  less  depersonalization.  Perhaps,  for  the  widows  in  the 
treatment  groups,  avoidance  is  productive  for  them  during  their  first  year  of 
bereavement  as  they  attempt  to  adjust  to  life  without  the  deceased.  Bowlby 
(1980)  attested  that  disbelief  (sometimes  called  denial)  was  not  always 
pathological  in  and  of  itself.  Perhaps  for  participants  in  the  two  treatment  group 
conditions,  the  video  and  video/discussion  allowed  them  to  remain  outside  the 
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grief  experience,  thus  inhibiting  information  processing  or  projecting  it  onto 
other  widows  within  their  group.  As  noted  earlier,  there  are  conflicting  reports 
regarding  the  need  to  confront  the  death  in  early  bereavement  consciously 
(Stroebe  et  al.,  1993).  However,  Parkes  (1987)  detennined  that  phase  four, 
reorganization,  is  not  simply  a  release  of  affect.  Rather,  it  is  a  cognitive  act 
which  is  mandatory  for  positive  bereavement  outcome.  Thus,  implications  for 
future  research  include  a  more  definitive  separation  of  elements  of  the  grief 
process  as  they  relate  to  time  bereaved  and  intervention  appropriateness  for 
those  time  periods. 
Hypothesis  5 

The  fifth  hypothesis,  which  stated  that  there  would  be  no  significant 
differences  in  scores  on  the  anger/hostility  subscale  of  the  Grief  Experience 
Inventory  among  participants  in  the  three  treatment  groups,  was  not  supported 
by  the  data  in  this  study.  Furthermore,  participants'  age  and  length  of 
bereavement  differentially  affected  the  outcome  of  participants'  experience  in 
each  of  the  three  groups. 

The  anger/hostility  scale  is  a  representation  of  the  level  of  anger, 
irritation,  and  feelings  of  injustice  observed  in  bereaved  widows.  Examples  of 
anger/hostility  found  within  the  GEI  are  item  60,  "I  have  had  brief  moments  when 
I  actually  felt  anger  at  having  been  left"  (T),  and  item  109,  "I  do  not  think  people 
in  today's  society  know  how  to  react  to  a  person  who  is  grieving"  (T). 

The  analysis  of  anger/hostility  subscale  scores  for  women  in  each  of  the 
three  groups  (Group  1  =  control  group,  Group  2  =  video-only  treatment  group. 
Group  3  =  video  and  discussion  treatment  group)  revealed  that,  while  there 
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were  significant  differences  among  participants  in  the  three  groups,  these 
differences  could  not  be  explained  solely  by  treatment  group  membership. 
Instead,  the  participant's  age  and  length  of  bereavement  significantly  interacted 
with  the  participant's  treatment  group  membership  to  affect  the  level  of 
anger/hostility  reported.  For  example,  among  the  control  group  who  received 
no  treatment,  the  youngest  group  of  widows  (aged  40)  bereaved  only  3  months 
reported  significantly  more  anger/hostility  than  did  older  groups  of  widows 
(aged  45,  50,  and  55)  bereaved  a  similar  length  of  time.  However,  among 
widows  bereaved  12  months  who  were  in  the  control  group,  the  older  widows 
reported  significantly  more  anger/hostility  than  did  the  younger  widows. 

These  findings  suggest  that  not  only  are  there  differences  in  the 
anger/hostility  experiences  reported  by  women  in  the  three  treatment  conditions 
but  also  that  both  age  and  length  of  bereavement  may  affect  how  anger/hostility 
is  experienced  among  widowed  women  experiencing  these  different  conditions. 
We  begin  with  an  examination  of  age  and  time  differences  first.  Although 
several  different  researchers  (Gove  &  Shin,  1989;  Kitson  &  Zyzanski,  1987; 
Parkes  &  Brown,  1972)  have  reported  that  widowed  persons  may  exhibit 
increased  levels  of  anger/hostility  during  bereavement,  there  is  limited  data 
available  to  substantiate  how  a  mid-life  bereaved  person's  level  of 
anger/hostility  changes  over  time  during  grieving  (e.g.,  at  what  length  of  time 
after  bereavement  does  anger/hostility  increase  or  decrease).  As  noted  earlier, 
Bowlby  (1980)  and  Worden  (1991)  imply  that  anger/hostility,  like  other 
emotional  responses  within  the  grief  process,  will  change  overtime  (e.g.,  that 
persons  who  are  dealing  with  the  latter  tasks  of  grieving  will  demonstrate  less 
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anger/hostility  than  those  dealing  with  earlier  tasks).  This  is  supported  by  other 
researchers  (Raphael,  1984;  Zisook  &  Shuchter,  1985,  1986).  However,  again 
it  must  be  noted  that  the  term  "over  time"  frequently  referred  to  longer 
bereavement  periods  (over  one  year)  and  later  periods  of  bereavement  (after 
the  first  year)  in  these  studies.  In  contrast,  the  findings  from  this  study  suggest 
that  there  may  instead  be  varied  pattems  of  anger/hostility  over  time  during  the 
first  year  of  bereavement  which  depend,  among  other  things,  on  the  age  within 
the  mid-life  period  at  which  a  woman  is  bereaved.  In  this  study  sample,  younger 
widows  demonstrated  higher  levels  of  anger/hostility  than  did  older  widows 
during  the  early  stages  of  bereavement  and  than  did  widows  of  similar  age  In 
the  later  bereavement  period.  This  finding  is  supported  by  other  research 
reports  (Beckwith  et  al.,  1990;  Parkes,  1987;  Stroebe  et  al.,  1993)  in  which 
younger  widows  were  reported  to  demonstrate  more  intense  feelings  about  their 
spouse's  death  early  in  their  bereavement. 

However,  the  pattern  of  older  widows  reporting  significantly  more 
anger/hostility  at  12  months  than  widows  of  a  similar  age  at  3  months  is  a 
surprising  finding  which  has  not  been  reported  previously  in  the  literature.  One 
plausible  explanation  for  this  phenomenon,  mentioned  earlier,  is  that  the 
anniversary  date  of  the  death  is  more  problematic  for  older  widows.  In  general, 
anniversary  dates  of  death  have  been  shown  to  be  a  period  of  intense  mourning 
in  many  widowed  persons  (Rando,  1984).  Zisook  and  colleagues  (1987)  also 
described  anger/hostility  as  a  frequent  component  in  older  widowed  persons 
(mean  age  60).  However,  the  widowed  who  participated  in  their  study  indicated 
higher  levels  of  anger/hostility  at  approximately  the  seventh  month  of 
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bereavement,  whereas  in  this  study,  widows  of  a  similar  age  appear  to 
demonstrate  higher  levels  of  anger/hostility  in  later  time  periods.  Another 
possible  explanation  may  be  that  the  older  widows  in  this  study  felt  freer  to 
disclose  their  anger/hostility  than  those  in  past  studies  which  were  generally 
conducted  in  an  individual  interview  format  rather  than  a  one-time  group 
session  in  which  participation  was  optional. 

In  examining  the  women's  anger/hostility  levels  across  treatment 
conditions,  once  again  unexpected  pattems  of  treatment  effects  emerge. 
Although  it  was  hoped  that  participants  in  the  two  treatment/intervention  groups 
would  demonstrate  significantly  lower  levels  of  anger/hostility  than  control  group 
participants,  this  was  not  the  case.  Instead,  a  much  more  variable  pattem  of 
treatment  effects  was  noted  with  age  and  length  of  bereavement  strongly 
influencing  the  treatment  condition  impact  on  anger/hostility.  More  specifically, 
younger  widows  in  the  40-  and  45-year-old  age  groups  who  received  either  the 
control  condition  (Group  1)  or  the  video  plus  discussion  (Group  3)  and  were  in 
the  first  9  months  of  bereavement  reported  significantly  more  anger/hostility  than 
did  the  same  age  and  time  bereaved  participants  of  the  video  treatement 
condition  (Group  2).  In  contrast,  older  widows  in  the  50-year-old  age  group  who 
were  in  Group  2  reported  more  anger/hostility  than  the  control  group 
participants  or  the  video  plus  discussion  group  participants  in  the  first  6  months 
following  bereavement.  However,  for  55-year-old  widows,  those  in  Group  2 
reported  greater  levels  of  anger/hostility  than  did  Group  1  and  3  in  the  first  6 
months  of  bereavement.  Again,  these  findings  suggest  that  there  might  be  a 
different  "fit"  between  the  nature  of  the  treatment  condition  and  the  style  of 
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adaptation  of  the  widow  as  a  function  of  age.  Thus,  at  earlier  periods  of 
bereavement  video-only  treatment  may  aid  in  decreasing  levels  of 
anger/hostility,  particularly  in  younger  widows,  whereas  the  same  treatment  may 
aid  older  widows  at  later  bereavement  periods.  As  noted  with  the  subscale 
despair,  perhaps  older  widows  do  not  acknowledge  their  feelings  as  quickly  as 
do  younger  widows,  possibly  due  to  the  use  of  defensive  exclusion  (Bowlby, 
1980). 

In  contrast,  however,  Group  3  (video/discussion)  showed  the  lowest 
levels  of  anger/hostilty  of  the  three  groups  for  55-year-old  widows  in  early 
bereavement,  whereas  in  younger  widows  at  3  months,  Group  3  scores  were 
highest.  Moreover,  in  later  bereavement  periods.  Group  3  scores  were 
consistently  higher  than  control  group  scores  for  all  ages.  Thus,  we  may  be 
observing  a  pattem  in  which  a  soothing  video  alone  may  mitigate  lower  levels  of 
anger/hostility  for  younger  widows,  but  the  combined  treatment  may  increase 
anger/hostility  levels  for  both  younger  and  older  widows  at  various  time  periods 
in  bereavement.  As  noted  earlier,  some  researchers  propose  that  increased 
levels  of  anger/hostility  may  not  be  an  integral  part  of  the  grief  process 
(Sanders,  1989).  However,  Sanders  (1989)  also  indicated  that  anger/hostility 
may  be  "a  natural  by-product  of  grief"  (p.  63).  Moreover,  according  to  Bowlby 
(1980),  the  bereaved  frequently  exhibit  anger  during  the  second  phase  of  the 
grieving  process.  Anger  and  frustration  are  normal  responses  to  the  inability  to 
reattach  to  the  deceased.  However,  as  Rando  (1984)  noted,  there  may  be 
resistance  in  accepting  the  feeling  of  anger/hostility  on  the  part  of  the  bereaved, 
particularly  for  women.  Anger  is  perceived  as  a  "negative"  emotion;  thus, 
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although  the  video  treatment  may  help  widows  Identify  anger/hostlllty, 
acknowledgement  may  be  difficult.  Ironically,  then,  the  video  treatment  may 
validate  feelings  but  also  may  serve  to  prevent  participants  from  claiming  their 
feelings. 

Of  some  interest  for  future  research  is  a  trend  that  has  become  obvious 
within  this  study,  that  is,  the  outcomes  for  anger/hostility  are  very  similar  to  the 
results  for  the  scales  despair  and  rumination.  Thus,  at  least  three  of  the 
bereavement  outcome  measures  have  followed  a  distinct  pattem  in  which  the 
control  and  video/discussion  treatment  groups  have  frequently  exhibited  similar 
responses  and  indicated  higher  scores,  while  the  video-only  group  often  was 
isolated  from  the  other  two,  and  exhibited  lower  scores.  Again,  it  may  be 
postulated  that  video  alone  provided  a  soothing  hopeful  message,  whereas 
when  used  In  combination  with  discussion,  the  result  was  often  a  heightened 
response  level.  Moreover,  anew,  it  is  relevant  that  researchers  remain 
conflicted  with  regard  to  the  definition  of  positive  and  negative  bereavement 
outcome.  It  may  be  that  increased  emotional/cognitive  response  may  be 
appropriate  for  widows  in  the  first  year  of  bereavement  in  order  that  they 
complete  the  tasks  of  grief.  Therefore,  longitudinal  studies  which  incorporate 
multiple  measures  and  include  pretesting  and  posttesting  may  be  more 
appropriate  for  the  bereaved  in  accessing  specific  information  relevant  to  their 
phase/style  over  time.  Interventions  then  may  be  utilized  at  particular  periods 
which  have  been  shown  to  be  significant. 

In  summary,  examination  of  the  impact  of  the  intervention  formats  on 
widows  differing  in  age  and  length  of  bereavement  reveals  a  varied  response 
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among  participants.  It  is  speculated  that  the  type  of  impact  the  intervention  has 
on  participants  may  depend  not  only  upon  the  length  of  time  bereaved  but  the 
style  or  level  of  readiness  of  the  participant. 
Hypothesis  6 

The  sixth  hypothesis,  which  stated  that  there  would  be  no  significant 
differences  in  scores  on  the  loss  of  control  subscale  of  the  Grief  Experience 
Inventory  among  participants  in  the  three  treatment  groups,  was  not  supported 
by  the  data  in  this  study.  Furthennore,  participants'  age  and  length  of 
bereavement  differentially  affected  the  outcome  of  participants'  experience  in 
each  of  the  three  groups. 

This  scale  measures  the  person's  inability  to  control  their  overt  emotional 
experiences.  Examples  of  relative  references  found  in  the  GEI  are  item  48,  "I 
feel  extremely  anxious  and  unsettled"  (T),  and  item  50,  "Sometimes  I  have  a 
strong  desire  to  scream"  (T).  There  may  be  a  tendency  in  some  groups  of 
people  to  view  loss  of  control  as  a  sign  of  weakness  (Sanders  et  al.,  1985). 

The  analysis  of  loss  of  control  subscale  scores  for  women  in  each  of  the 
three  groups  (Group  1  =  control  group.  Group  2  =  video-only  treatment  group, 
Group  3  =  video  and  discussion  treatment  group)  revealed  that,  while  there 
were  significant  differences  among  participants  in  the  three  groups,  these 
differences  could  not  be  explained  solely  by  treatment  group  membership. 
Instead,  the  participant's  age  and  length  of  bereavement  significantly  interacted 
with  the  participant's  treatment  group  membership  to  affect  the  level  of  loss  of 
control  reported.  For  example,  among  the  control  group  who  received  no 
treatment,  the  youngest  groups  of  widows  (aged  40  and  45)  bereaved  only  3 
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months  reported  significantly  more  loss  of  control  than  did  older  groups  of 
widows  (aged  50  and  55)  bereaved  a  similar  length  of  time.  However,  among 
widows  bereaved  12  months  who  were  in  the  control  group,  the  older  widows 
reported  significantly  more  loss  of  control  than  did  the  younger  widows.  Similar 
pattem  reversals  between  younger  and  older  aged  widows  at  varying  lengths  of 
bereavement  were  observed  in  participants  in  both  treatment  groups  as  well. 

These  findings  suggest  that  not  only  are  there  differences  in  experiences 
within  three  treatment  conditions  but  also  that  both  age  and  length  of 
bereavement  affect  how  loss  of  control  is  experienced  among  widowed  women 
experiencing  these  different  conditions.  First,  we  will  examine  differences  as 
related  to  age  and  time.  Again,  it  is  worthwhile  to  note  that  several  researchers 
(Gove  &  Shin,  1989;  Kitson  &  Zyzanski,  1987;  Parkes  &  Brown,  1972)  have 
reported  that  widowed  persons  describe  themselves  as  experiencing  increased 
psychological  symptoms  such  as  loss  of  control  during  bereavement.  However, 
there  is  limited  data  available  to  substantiate  how  a  mid-life  bereaved  person's 
level  of  loss  of  control  changes  over  time  during  grieving  (e.g.,  at  what  length  of 
time  after  bereavement  does  loss  of  control  increase  or  decrease).  Both 
theorists  (Bowlby,  1980;  Worden,  1982)  and  current  researchers  (Beckwith  et 
al.,  1990;  Raphael,  1984;  Stroebe  et  al.,  1993;  Zisook  &  Shuchter,  1985,  1986) 
seem  to  suggest  that  loss  of  control,  like  other  emotional  responses,  changes 
over  time  (e.g.,  that  persons  who  are  dealing  with  the  latter  tasks  of  grieving  will 
demonstrate  less  loss  of  control  than  those  dealing  with  earlier  tasks). 
However,  once  again  it  must  be  emphasized  that  most  studies  examined  longer 
bereavement  periods  (over  one  year)  and  later  periods  of  bereavement  (after 
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the  first  year).  In  contrast,  the  findings  from  this  study  suggest  that  there  may 
instead  be  varied  patterns  of  loss  of  control  over  time  in  the  first  year  of 
bereavement  which  depend,  among  other  things,  on  the  age  within  the  mid-life 
period  at  which  a  woman  is  bereaved.  In  this  study  sample,  younger  widows 
most  often  demonstrated  higher  levels  of  loss  of  control  than  did  older  widows 
during  the  early  stages  of  bereavement  and  than  did  widows  of  similar  age  in 
the  later  bereavement  period.  This  finding  is  supported  by  other  research 
reports  (Glick,  Weiss,  &  Parkes,  1974;  Marris,  1958;  Raphael,  1977)  in  which 
younger  widows  were  reported  to  demonstrate  more  intense  feelings  about  their 
spouse's  death  early  in  their  bereavement.  These  findings  again  indicate  that 
older  widows  approaching  the  anniversary  date  of  death  appear  to  have  higher 
levels  of  expressed  emotionality. 

In  examining  the  women's  loss  of  control  levels  across  treatment 
conditions,  unexpected  patterns  of  treatment  effects  emerge.  Although  it  was 
hoped  that  participants  in  the  two  treatment/intervention  groups  would 
demonstrate  significantly  lower  levels  of  loss  of  control  than  control  group 
participants,  this  was  not  the  case.  Instead,  a  much  more  variable  pattern  of 
treatment  effects  was  noted  with  age  and  length  of  bereavement  strongly 
influencing  the  treatment  condition  impact  on  loss  of  control.  More  specifically, 
younger  widows  in  the  40-  and  45-year-old  age  groups  who  were  in  the  control 
group  and  were  in  the  later  months  of  bereavement  reported  significantly  less 
loss  of  control  than  did  women  in  either  treatment  group.  In  contrast,  women 
who  were  older  and  in  the  same  bereavement  period  reported  significantly 
more  loss  of  control  than  either  treatment  group.  Moreover,  Group  2  (video 
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only)  widows  at  most  ages  (45,  50,  and  55)  and  at  later  bereavement  periods 
indicated  lower  scores  than  those  in  Group  3  (video/discussion),  while  for 
earlier  bereavment  periods,  most  widows  (ages  40,  45,  and  50)  in  Group  3 
reported  lower  scores  on  loss  of  control  than  those  in  Group  2.  Thus,  we  again 
see  a  pattem  in  which  video  only  may  be  more  relevant  for  widows  in  later 
bereavement  periods,  while  video/discussion  may  significantly  aid  in  lowering 
scores  for  loss  of  control  for  eariy  bereavement  periods.  These  findings  are  very 
similar  to  those  in  several  other  scales  in  this  study  (despair,  anger/hostility,  and 
rumination)  and  suggest  that  there  may  be  a  different  adaptation  to  treatment 
based  on  the  widow's  age  and  style.  It  can  be  speculated  that  acknowledging 
and  sharing  highly  emotional  responses  may  be  perceived  as  weakness 
(Sanders,  1989).  This  view  was  alluded  to  eariier  in  this  study  with  respect  to 
the  stoic  resolve  shown  by  Jacqueline  Kennedy  at  the  death  of  her  husband, 
President  John  F.  Kennedy.  Thus,  for  many  widows,  it  may  be  that  emotional 
expression  is  reserved  for  more  private  surroundings.  Furthermore,  as  Bowlby 
(1980)  stated,  defensive  exclusion  may  be  operational  in  varying  degrees 
throughout  the  grief  process.  Thus,  although  the  video  and  its  accompanying 
discussion  provided  an  opportunity  for  the  bereaved  to  process  their  feelings, 
they  may  not  have  been  willing  to  do  so. 

In  summary,  examination  of  the  impact  of  the  Intervention  formats  on 
widows  differing  in  age  and  length  of  bereavement  reveals  a  varied  response 
among  participants.  It  is  speculated  that  the  type  of  impact  the  intervention  has 
on  participants  may  depend  not  only  upon  the  length  of  time  bereaved  but  the 
style  and  level  of  readiness  of  the  participant.  Thus,  intervention  may  indeed 
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heighten  psychological  responses  while  the  bereaved  complete  the  tasks  of 
grief.  It  may  be  that  one  form  of  intervention  actually  has  the  effect  of 
exacerbating  certain  emotions  for  one  group  while  being  reassuring  and 
calming  for  another.  It  is  incumbent  upon  researchers  to  clarify  further  the 
style/phase  of  the  bereaved  person  to  insure  appropriate  use  of  interventions. 
Moreover,  as  grief  has  been  identified  as  a  multidimensional  experience 
(Bowlby,  1980;  Rando,  1984;  Sanders,  1989;  Stroebe  et  al.,  1993;  Worden, 
1991),  there  are  implications  for  the  use  of  combined  and/or  multiple  measures 
and  further  exploration  of  individual  variables  within  measures. 

Limitations  of  the  Study 

There  are  several  major  limitations  to  this  study.  First,  the  nature  of  the 
sample  limits  the  generalizability  of  the  study  findings.  The  sample  size  was 
small,  self-selected,  and  was  composed  primarily  of  white,  middle-class 
participants.  More  specifically,  when  participants  were  viewed  according  to  age 
and  months  bereaved,  each  group  of  participants  was  very  small.  In  some 
groups  of  participants  there  may  have  been  only  two  widows  of  the  same  age 
and  months  bereaved.  Thus,  cautious  interpretation  of  the  results  is  strongly 
recommended  by  the  researcher. 

Sample  size  was  smaller  than  hoped  because  the  researcher's  original 
plan  to  access  widows  via  the  use  of  published  obituary  notices  in  newspapers 
in  three  cities  in  Florida  was  thwarted  due  to  lack  of  information  in  many  of  the 
notices.  For  example,  in  Orlando,  many  of  the  addresses  were  incomplete.  In 
Lakeland  and  Gainesville,  most  of  the  addresses  were  not  published  at  all. 
Thus,  city  directories  were  utilized  in  the  three  cities  in  an  effort  to  maximize  the 
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number  of  potential  participants.  However,  many  of  the  widows'  addresses 
were  not  cross-referenced,  leading  to  incomplete  addresses  on  many  of  the 
outgoing  letters.  As  a  result,  a  large  number  of  the  letters  were  returned  to  the 
researcher  as  "undeliverable."  Widows  with  listed  telephoned  numbers  were 
called  by  the  researcher.  Several  agreed  to  participate  and  did  so,  but  others 
who  also  agreed  simply  did  not  show  up  at  the  appointed  time.  Stroebe  et  al. 
(1993)  have  identified  recruitment  as  a  major  problem  in  bereavement  research. 
Furthennore,  not  only  are  the  bereaved  reluctant  to  come  forward,  drop-out 
rates  are  generally  high.  It  has  been  suggested  that  higher  rates  of  success  in 
attraction  and  retention  may  be  related  to  third-party  involvement  (Stroebe  & 
Stroebe,  1989).  For  example,  the  bereaved  apparently  respond  to  requests  for 
participation  in  research  studies  when  ministers,  physicians,  or  other  influential 
persons  introduce  the  candidate  to  the  researcher  personally  or  through  cover 
letters.  Thus,  it  appears  that  researchers  must  work  to  cultivate  relationships 
with  other  professionals  who  may  assist  in  the  research  process. 

Choice  of  relevant  variables  is  a  second  limitation  of  this  study.  Age  and 
length  of  time  bereaved  are  but  two  of  many  variables  assessed  to  be  important 
determinants  of  the  bereavement  outcome  in  the  widowed  population.  Other 
detemiinants  are  (a)  individual  characteristics,  such  as  personality  and 
religiosity,  (b)  antecedent  situational  factors,  such  as  quality  of  marital 
relationship,  (c)  mode  of  death,  such  as  suddenness/unexpectedness,  and  (d) 
circumstances  after  the  loss,  such  as  social  support  (Stroebe  et  al.,  1993). 
Moreover,  within  each  category  of  determinants  are  further  specific  experiences 
which  may  influence  bereavement  outcome.  For  example,  within  the  social 
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support  determinant,  Stroebe  and  Stroebe  (1989)  looked  at  perceived  versus 
received  social  support  and  Bankhoff  (1983)  distinguished  that  parents  were 
most  helpful  in  early  bereavement  for  young  widows,  whereas  in  later 
bereavement,  single  or  other  widowed  friends  provided  the  best  assistance. 
Thus,  this  study  may  have  omitted  important  detemninants  of  bereavement 
outcome. 

A  third  limitation  lies  with  the  design  of  the  study.  An  issue  that  must  be 
considered  is  the  choice  of  dependent  measure  utilized  in  this  study.  Although 
the  Grief  Experience  Inventory  is  multidimensional  in  its  approach  to 
bereavement  outcome,  it  was  designed  to  be  used  to  develop  a  profile  which 
would  offer  a  picture  of  the  grief  response  at  various  periods  during 
bereavement.  Due  to  concem  about  the  reliability  and  validity  of  several  scales 
within  the  instrument,  only  six  scales  of  the  GEI  were  used.  However,  as  grief  is 
a  multidimensional  experience,  there  is  some  difficulty  in  interpretation  of  the 
results  when  taken  on  individual  scales  rather  than  the  profile.  Furthennore,  the 
researcher  did  not  examine  how  the  six  scales  (variables)  interacted  with  each 
other  in  the  participants.  This  may  have  eliminated  valuable  information  in  two 
ways.  First,  there  is  a  question  as  to  whether  the  variables  interact  with  each 
other.  For  example,  is  there  a  relationship  between  despair  and  anger/hostility 
for  control  group  participants?  Second,  there  is  a  question  as  to  whether  there 
is  a  difference  between  despair  and  anger/hostility  across  the  three  treatment 
groups. 

Another  issue  that  must  be  considered  is  the  one-time-only  use  of  the 
instrument.  Due  to  the  potential  bias  of  repeated  measures,  follow-up  tests 
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were  not  planned.  However,  this  design  may  have  severely  limited  the  amount 
of  information  available  for  statistical  analysis.  Furthermore,  as  grief  is  a 
process  experienced  over  time,  it  would  have  been  helpful  to  compare  results  in 
two  or  more  significant  time  periods  such  as  9  months  and  1 8  months  after  the 
death  of  the  spouse.  A  longitudinal  design  utilizing  multiple  test  administrations 
may  limit  the  impact  of  anniversary  reactions  and  offer  a  clearer  picture  of  the 
effectiveness  of  the  interventions. 

Additionally,  group  process  may  be  compromised  by  a  one-time  design 
in  that  researchers  have  identified  the  need  for  several  meetings  in  order  for 
participants  to  establish  rapport  with  others  in  the  group,  thus  allowing  each 
participant  to  disclose  information  about  feelings  and  thoughts  (Yalom,  1985).  It 
is  possible  that  one  brief  meeting  was  not  sufficient  to  provide  a  safe 
atmosphere  for  many  of  the  participants  to  do  "grief  work"  with  companions  in 
like  circumstances. 

A  final  issue  that  must  be  addressed  in  analysis  of  this  and  other 
research  studies  is  the  difficulty  in  identifying  positive  and  negative 
bereavement  outcome.  Just  as  there  is  an  ongoing  debate  regarding  grief  as  a 
normal  course  versus  grief  as  a  disease  (Averill  &  Nunley,  1988;  Engel,  1961; 
Freud,  1914),  there  is  also  speculation  as  to  what  defines  "normal"  bereavement 
outcome  versus  pathological  grief  (Parkes,  1987;  Shuchter  &  Zisook,  1986; 
Stroebe  et  al.,  1993;  Wortman  &  Silver,  1989).  Moreover,  among  cultural 
groups,  there  may  be  a  variety  of  grief  responses  which  are  different  for  each 
group  according  to  custom.  Defining  and  operationalizing  this  multidimensional 
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process  for  different  cultures  within  western  society  continues  to  be  a  challenge 
for  researchers. 

Suggestions  for  Future  Research 
It  is  suggested  that  future  studies  explore  the  potential  impact  of  this 
intervention,  particularly  with  larger  sample  sizes.  Inaccessibility  of  bereaved 
persons  significantly  affected  the  participation  of  mid-life  widows  in  this  study. 
Future  studies  should  explore  the  impact  of  this  intervention  with  larger  numbers 
of  widows  who  have  been  identified  through  third-party  sources. 

It  also  is  suggested  that  future  studies  utilizing  this  intervention 
incorporate  variables  which  have  been  shown  to  affect  bereavement  outcome. 
Complexity  of  design  may  be  necessary  to  best  serve  the  most  appropriate 
bereaved  populations  at  the  most  appropriate  times  during  the  bereavement 
period.  It  would  be  interesting  to  explore  the  efficacy  of  this  intervention  with 
other  age  groups  and  those  bereaved  in  specific  situations  who  have  been 
shown  to  be  more  at  risk,  such  as  homicide  survivors. 

Third,  the  research  design  used  in  this  study  could  be  modified.  Many 
levels  of  assessment  within  longitudinal  designs  are  suggested.  Admittedly, 
repeated  use  of  the  same  test  may  lead  to  bias  and,  thus,  could  provoke 
criticism.  However,  longitudinal  design  would  offer  researchers  a  more 
complete  description  of  the  bereavement  process  as  well  as  individual 
responses  to  interventions.  Moreover,  recent  research  efforts  have  attested  to 
the  fact  that  bereavement,  often  in  its  acute  phase,  lasts  for  longer  periods  of 
time  than  previously  indicated  (Zisook  &  Shuchter,  1 986). 
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Finally,  a  more  qualitative  design  may  function  to  assist  researchers  in 
clarifying  the  varied  patterns  of  bereavement  adjustment.  Moreover,  the  use  of 
a  combination  of  qualitative  and  quantitative  measures  should  be  considered. 
Due  to  the  multidimensional  aspect  of  grief,  it  may  have  been  pertinent  to  utilize 
several  ways  to  measure  the  experiences  of  these  women. 

Implications  of  the  Studv 

Based  on  results  in  this  study,  a  number  of  implications  are  suggested. 
These  implications  are  in  the  areas  of  theory,  research,  and  practice. 

The  findings  in  this  study  among  groups  appear  to  challenge  the 
theoretical  assumptions  about  bereavement.  In  some  widows  there  were 
significantly  lower  levels  of  psychological  distress  than  are  commonly  expected 
with  acute  grieving.  Moreover,  in  some  widows  who  would  have  been 
presumed  to  be  in  later  phases  of  bereavement,  acute  symptoms  were 
demonstrated.  Thus,  there  are  discrepancies  regarding  both  content  and 
process  in  the  bereavement  experience  in  which  individual  expression  of  grief 
over  time  is  not  clearly  understood.  The  findings  in  this  study  support  a  lack  of 
commonality  of  the  bereavement  experience.  Thus,  conflict  remains  regarding 
the  definition  of  the  tasks  of  grief  as  expressed  by  widows  and  the  need  to 
accomplish  tasks  within  the  bereavement  experience.  What  is  the  role  of  the 
phase  of  grief  with  respect  to  intervention?  Can  tasks  of  grief  be  accomplished 
without  high  levels  of  pain?  How  do  different  interventions  affect  the 
accomplishment  of  tasks? 

There  also  are  implications  for  research  as  a  result  of  this  study.  Based 
on  the  results  of  this  study,  it  is  apparent  that  there  is  not  one  standard  path  of 
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bereavement  experience  found  in  mid-life  widows.  It  would  be  interesting  to 
replicate  this  study  with  a  larger  sample  size  at  a  specific  age  group  in  order  to 
define  further  the  widows'  grief  experience  as  a  result  of  the  intervention. 
Moreover,  future  studies  in  which  there  is  both  a  qualitative  and  quantitative 
component  might  be  developed  to  attempt  to  identify  more  clearly  individual 
grief  experiences  as  they  relate  to  successful  treatment  outcome. 
Instrumentation  must  then  parallel  these  experiences. 

Relative  to  practice,  it  is  obvious  from  the  data  collected  in  this  study  that 
age  and  length  of  time  bereaved  are  important  variables  to  consider  when 
planning  interventions.  This  study  has  shown  that  one  particular  type  of 
intervention  may  be  more  significant  for  one  age  group  and  time  period  of 
bereavement,  while  another  type  of  intervention  may  be  more  significant  for 
another  age  group  at  another  period  of  bereavement.  Thus,  we  cannot  assume 
that  all  women  are  in  the  same  place  in  their  adaptation  to  bereavement.  In 
order  to  ensure  optimum  "fit"  for  interventions,  practitioners  might  consider 
screening  measures  when  working  with  the  bereaved. 

Summary  and  Conclusions 

Although  it  is  suggested  in  the  literature  that  interventions  for  the 
bereaved  are  effective  in  decreasing  the  psychoemotional  responses  to  acute 
grief,  it  is  evident  that  there  are  variations  within  groups  of  specific  bereaved 
populations.  It  is  implicit  in  this  study  that  the  grief  experience  of  mid-life  widows 
is  varied,  albeit  painful,  and  that  they  will  respond  to  interventions  in  different 
ways.  Moreover,  the  type  of  intervention  as  well  as  the  age  and  length  of  time 
bereaved  are  mediating  aspects  of  their  response.  Thus,  it  is  incumbent  upon 


counselors  to  find  the  best  "fit"  between  widow  and  intervention  in  an  effort  to 
facilitate  their  journey  through  grief. 


APPENDIX  A 
LETTER  TO  PROSPECTIVE  PARTICIPANTS 


Dear  , 

I  understand  that  you  have  suffered  the  death  of  your  husband  in  the 
recent  past.  Please  accept  my  condolences.  I  know  that  people  who  are 
grieving  often  experience  physical  and  emotional  reactions  to  the  death  of  a 
loved  one,  and  it  is  a  difficult  time. 

I  respectfully  ask  your  help  at  this  time.  Through  my  work  as  a  licensed 
mental  health  counselor  I  have  gained  understanding  of  the  grieving  process.  I 
am  also  a  doctoral  student  at  the  University  of  Florida  in  Gainesville  and  have 
studied  the  grieving  process  at  length.  I  am  also  always  looking  for  ways  to  help 
those  who  grieve.  For  that  reason,  I  am  preparing  to  conduct  a  research  study 
and  would  like  your  help. 

The  study  involves  viewing  a  video,  followed  by  a  brief  discussion  of 
questions  which  will  be  asked  by  a  volunteer  who  also  has  worked  with  grieving 
people.  At  some  point  you  will  be  asked  to  complete  a  questionnaire  which  will 
take  approximately  20  minutes  to  complete.  The  entire  meeting  will  take 
approximately  1  to  1  1/2  hours.  I  will  be  available  after  the  meeting  if  you  have 
any  further  questions  or  need  to  discuss  any  part  of  the  meeting.  All  data 
collected  will  remain  anonymous.  Participation  is  voluntary  and  there  is  no 
monetary  compensation.  However,  I  hope  that  participants  will  receive 
satisfaction  at  having  contributed  to  research  efforts  which  may  assist  mental 
health  counselors  develop  effective  ways  to  help  bereaved  widows. 

I  have  enclosed  a  self-addressed  stamped  postcard  for  your  convenience. 
If  you  would  like  to  be  contacted  for  participation  in  the  study,  please  return  the 
postcard  by  .  Your  cooperation  is  most  appreciated. 

Sincerely, 

Kathleen  Moore,  Ed.  S. 
1322  Waltham  Avenue 
Orlando,  Florida  32809 
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APPENDIX  B 
POSTCARD  REPLY 


I  would  like  to  participate  in  your  research  study  on  mid-life  widows.  Please 
contact  me  regarding  date,  time,  and  meeting  place. 

Name   

Address  


Telephone  (Home) 
(Work). 
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APPENDIX  C 
QUESTIONS  FOR  DISCUSSION 
TASKS  OF  GRIEF 

1 .  How  did  your  spouse's  death  occur?  (Task  I) 

2.  How  have  you  dealt  with  your  sadness  and  who  most  helped  you?  (Task  II) 

3.  What  adjustments  have  you  had  to  make  in  your  life?  (Task  III) 

4.  What  does  the  future  hold  for  you?  (Task  IV) 
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APPENDIX  D 
INTRODUCTION 


Hello,  I  am  Kathleen  Moore,  a  doctoral  student  from  the  University  of 
Florida  who  is  conducting  this  research  study.  Thank  you  for  helping  me 
complete  this  project. 

This  is  ,  who  will  be  assisting  me  this  evening.  S/he  will  be  with 

you  as  you  view  the  video  and  she  will  ask  some  questions  following  the  video 
presentation. 

This  meeting  will  take  approximately  1  to  1  1/2  hours.  I  will  be  available 
for  questions  or  further  discussion  at  the  conclusion. 

This  is  a  further  description  of  the  study  called  an  Infomned  Consent. 
Please  read  it  carefully  and  sign.  You  will  receive  a  copy  after  I  sign. 
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APPENDIX  E 
INFORMED  CONSENT 


Participant's  Name. 
Code  #  


Research  Title:      Effects  of  a  Brief,  Task-Based  Video,  With  and  Without 
Nonprofessional  Interaction,  on  Mid-Life  Widows 

Principal  Investigator:       Kathleen  Moore,  Ph.  D.  Candidate 

Counselor  Education  Department 
University  of  Florida 


The  purpose  of  this  research  is  to  evaluate  the  effectiveness  of  an 
intervention  for  the  grief  process.  Participation  in  this  research  project  involves: 

1 .  Attending  a  viewing  of  a  brief  video  depicting  the  grief  process. 

2.  Participating  in  a  group  session  in  which  questions  regarding  your 
grief  process  will  be  asked. 

3.  Completing  two  questionnaires. 

To  protect  your  anonymity,  code  numbers  will  be  used  to  identify 
participants.  A  control  card  with  your  code  number  and  name  will  be  filed 
separately  from  your  questionnaire.  This  information  will  be  destroyed  upon 
completion  of  this  research  study.  The  names  of  participants  will  not  be  used  in 
any  report. 

There  will  be  no  monetary  compensation  for  participation  in  this  study. 
There  are  no  physical  risks  involved  in  this  research.  Participation  in  viewing  of 
the  video  and  the  group  process  may  provide  a  minimal  level  of  emotional 
discomfort.  However,  there  may  be  some  emotional  resolve  of  the  grief  process 
with  participation  in  the  study. 
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My  signature  below  indicates  that 

1 .  The  nature  and  purpose  of  this  research  have  been  explained  to  me 
and  I  have  been  given  the  opportunity  to  ask  any  questions  regarding  my 
participation. 

2.  I  understand  that  this  investigation  may  be  used  for  educational 
purposes  which  may  include  publication;  however,  confidentiality  will  be 
protected. 

3.  I  understand  that  participation  In  this  research  study  Is  voluntary  and 
that  I  may  withdraw  my  consent  at  any  time. 

4.  The  procedure  above  has  been  explained  to  me.  I  agree  to  participate 
In  the  procedure  described  and  I  have  received  a  copy  of  this  description. 

Signed:  Date:   

I  have  defined  and  explained  fully  this  research  to  the  participant  whose 
signature  appears  above. 


Signed: 


Date: 


APPENDIX  F 
INSTRUCTIONS  TO  PARTICIPANTS  FOR  GEI 

This  questionnaire  is  concerned  with  the  experience  of  grief.  The 
statements  included  represent  thoughts  and  feelings  commonly  expressed  by 
people  who  have  suffered  the  loss  of  a  relative  or  close  friend  through  death. 
Read  each  statement  and  then  try  to  detemiine  how  well  it  describes  you  during 
your  period  of  bereavement.  If  you  are  still  experiencing  some  of  these  thoughts 
or  feelings,  please  respond  in  the  same  manner.  If  the  statement  is  true  or 
mostly  true  as  applied  to  you,  blacken  the  space  under  true  on  your  answer 
sheet.  If  the  statement  is  mostly  false,  blacken  the  space  under  false  on  your 
answer  sheet.  If  a  statement  does  not  apply  to  you  leave  it  blank. 

Please  mark  your  answers  on  the  sheet  provided.  In  marking  your 
answers,  be  sure  that  the  number  of  the  statement  agrees  with  the  number  on 
the  answer  sheet. 
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